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after death. 
/ 


~ 


‘ician and completely fill 


ave carbon papers. 


Le 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? 
Cter. no. oF unknesn) 


: 


~ 


Then please rj 


and in any event within 76 he 


MEDICAL CERTIFICATION 


ed by the haspital ar attending physician. 
DIRECTOR: After this certificate has been signed by the attending ph: 


jin 


@ 


page 3 SAauld be detached for use as the burial-transit permit. 


the registrar prior to burial, crematian, or remaval. 


may 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 
TO FU! 


a 
> 


2 
= 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 "| 1 18 6 
111495 CERTIFICATE OF DEATH 


Reg. Dist. No. 
1 Cea a DEATH 2 Ply le ibis (Where deceased lived. If institution: Residence before odmission) 
rir 3 ne 
Carroll MARYLAND Maryland oe ek 
b. CITY OR TOWN (if outside corporat ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN ([f outside corporote limits, write RURAL ond give nearest town) 
RURAL ond mes ear town! Sau Dey ol 
Sykesville A440: Baltimore 18 
od. NAME OF HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTIT wer ON A FARM? 
Springfield State Hospital 3955 Greenmount Avenue ves C] Nox] 
3. NAME OF Tt jc e 
nea First Middle Lost 4. DATE Month Doy Year 
(Type oF pret Thomas CHESNUT DeaTa i (¥ 19 56 
$. SEX 6. COLOR OR RACE |7. MARRIEDSERNEVER MARRIED [] |8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS, 
lost bict¥day) Min. 
M W wipowep (] Divorceo [] | "Waxiamnanesa S /2 22 y 188 ye. 


12, CITIZEN OF WHAT COUNTRY? 


during most of working life, even if relired) 


alesman ? New_York 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
3 Willsim CGhesn Heleewe. hiary Jane g 


(Eyes, geve wor or dates of service) 


16. SOCIAL SECURITY Se 17, INFORMANT Address. 
Springfield Hospital records 


18. CAUSE OF DEATH [Enter only one couse per ling/for (a), (b), ond (c). 3 7 
oe 7 ot4 ttttlttd 4 


PART I, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0! 


LUT f x DUE TO 


Conditions, if any, which 
gove rite to immediote 
couse (0), stoting the under, ( OVE TO 


INTERVAL BETWEEN 
ONSET AND DEATH 


lying couse fost. c 
Paar It. OTHER SIGNIFICANT cr as CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I{o)|19. WAS AUTOPSY 
Chro c bra n synd © OF sé ssociated with grteri gsclerosis psychotic PERFORMED? 
I [% tte LAA) LF zy 5 Tyr NoO 
‘20a. ACCIDENT Wis UNDERLYING a, | 6 DESCRIBE HOW INJURY Occoenoy {Eater nature of injunfin Port ror Port Hof ftom 18.) 
‘OR CONTRIBUTING L] CAUSE OF DI 
(IF ENTHER, NOTIFY MEDICAL eXAMINGR) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 120F. (City or town) {County) Stole) 
Hour 0. n. While Not Ai foctary, sireet, office bidg., a 
p.m. jot work [[] at work i 
or 
21. | certify, that | ottended me deceased from._. aE 19.56, to. foe eee ee AVS Gihot | last sow the deceased 
olive on. Willan = WEA , ond thot death occurred of 2”, a4 .M, from the couses and on the dote stated above. 
j [ADORESS (Sireet, city oF town, state) DATE SIGNED 
ACTUAL Ui Yf 
SIGNA\ D, ....----SprAngfield State Hospital... 
PHYSICIAN'S 
NAME (tyee)__Walther H. Sonnenfeld pee eee oe) a 


‘220. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zc. NAME OF CEMETERY on CREMATORY 22d. LOCATION (City, town, of coun! {(Stote). 
MRMOVAL rep 11/19/56 Baltimore National Cam. Faltimore, "Marzi & re 


FUNERAL DIRE! $I Rt DI . TUR! 
bray aia) QURECTORS SIGNATURE ZO00 E, batho Amore Ste 24a. REC'D mt REGISTRAR | 24b. REGIST! ay URE 
pate \ GAO WE Litt e-L ong 
TO SE ESS 


~ 
tS) 


A Ra 


Pages 


igned by the attending physician and campletely fille: 
Then please remave carbon papers. 


or attending physicion. 
i ate has been 
be detached for use as the burial-transit permit. 
the registrar priar ta burial, cremation, ar removal, and in any event within 72 h 


ined by the haspi 
RECTOR: After 


may “>: 
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VS ANS (4) 
15M 9/35 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 1 1 § 7 
9 ¢ CERTIFICATE OF DEATH mag 


a, pee =r. 2. 2 STATE poe (Where deceased lived. If institution: Residence before admission) 
es 2 
Carroll MARYLAND ryland » COUNTY Montgomery 


&. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib . CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond, sisi" neorest town) 
Sykesvi 2 mos.38 days 9301 Ocala St. 


da ian on HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS: e. 1 RESIDENCE 
: 2 AF. 
‘8p rinefield State Hospital Silver Spring, Maryland. ves (J NOG 


3. jetties First Middle low 4, DATE Month Ooy Year 


i See) Emanuele 3 DeCARLO Siam November 23.1956 
5. SEX 6. COLOR OR RACE |7. MARRIED [=f NEVER MARRIED [} | 8. DATE OF BIRTH 9. AGE (In yoort [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
Male White widowed [] ovorceot} | Decemberl9,1877 | ee 
100. print taal (Give ore aS beh) 10b. KIND OF BUSINESS O8 INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
‘Wate Feparcs’ "| Jewelry store Italy WRKHGHA «O4U.S.A, 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Nicholas DeCarlo Rosa Maria - 


c. WAS ries events U.S. — yaaa 4 16. SOCIAL SECURITY NO. }17. INFORMANT Address 
patel ites pa ai a eta oF tard i 4 P 
O No a 214-36-1814 | Springfield State Hospital records. 


ax 


18, CAUSE OF DEATH [Enter only one cause per line for (0). (b}, ond (c).] INTERVAL BETWEEN 


ol 
PART I. DEATH WAS CAUSED. 
MNCS caus op _Arteriosclerotic cardiovascular disease earse 


Conditions, if any, which 
gove rite to immediote 
cotse (0), stoting the under- 
lying couse lost. 

Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)[19. WAS AUTOPSY 


C.B.S.associated with cerebral arteriosclerosis,with psychotic reactio: wen NO 


200. ACCIDENT WAS UNDERLYING [7 | 20b. DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Port | or Port I! of item 1B.) 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F, (City or town} (County) (State) 
Hour a.m, While Not while foctory, street, office bldg., etc. Mi q 
p.m. 19 Jot work [} ot work [J 


olive o November 23, 19249, ‘and t that dest eaeeuitee at_3220P , fram fea causes ond on the date stated abave. 
ns ADDRESS (Street, city or town, state] DATE SIGNED 


pause ad ees) SO-ON_wo, Springfield State Hospital 1 / 2ales 


NAME (tyee)_Iidm aus, M.D Sykesville, Maryland. 


Mo. BURIAL, CREMATION, | 2b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY 2d. MONTCOMCRT” ‘or count; UNTY, hah: 
pia —— GATE OF on CEMETERY MONTGOMERY COUNTY, MARYLAND 


MEDICAL CERTIFICATION 


24a. REC'D BY ~ CL 24b, REGISTRAR’S SIGNATURE 


oat 2S OC | Lo He Shee 


3A fvaune 


Dard 


y the funeral director, 
2 should be filed with 


e 


Poges 


bon popers. 


\ 


a roa aWer deoth. 


Then pleose ry 


DIRECTOR: After this certificate hos been signed by the ottending physicion ond completely fille 


ined by the hospitol or otten 
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poge 3 sfould be detoched for use os the burial-tronsit permit. 


moy be, 
TO FUNE! 


~z TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the deoth certificote be executed within 24 hours ofter death. Poge 4 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


11188 


Reg. Dist. No. 
2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


7) P VELA >. PON CARROLL 


€. “4 5 TOWN (lf outside Sepa limits, write RURAL and give nearest town) 


KU AL, WE TILMTEL TOO 7 x 


PLACE OF DEATH 


ON A PROL LO MARYLAND 


b. ra a) TOWN (ie Sowers corporote limits, wrile ¢. LENGTH OF STAY IN Ib 
“fay is 
STHW/NSTER | 2274S - 


dN. os (If not in hospitol, give street oy d. STREET ADDRESS = 5 RESIDENCE 
IN A FARM i 
Y STE? bib dt VANVELTOW IY RP Yes ENO D] 
3. NAME OF Month Do; Yeor 


12, CITIZEN OF WHAT COUNTRY? 


Min, 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote dr foreign country} 
4) 
13. aa NAME 14. MOTHER'S MAIDEN, 
18. CAUSE OF DEATH {Enter only one couse, line for (0). (b). ony, (.] pla iN BETWEEN 


eee ye BEE DUVALL Ki PR ee 
during most of =, even if retired) 
A Lb e SPLICE Peohe 
PART 1. DEATH WAS CAUSED BY: AND DEATH 


5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 9, AGE (In Nea IF UNDER 24 HRS. 
FEMALE WHITE |wwown B— ovoreo | Ape LEC 81h Pr yes. 
Ob CE- 
Reet nee So BIA LL wes 4 
fas, no, oF unknown! ae 1es of vervice) N: DWE. TY WS TE; 
IMMEDIATE CAUSE (0) 


DUE To 
Conditions, if ony, which 
gove rise to immediote 
cote (0), stoting the under. ( DUE TO 
tying couse lost. e. 
Patt Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART }o}]19. WAS AUTOR 
ves [J NO. 


200. ACCIDENT WAS_UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port 11 of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


2c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED [20e. FLACE OF INJURY (Home, form, | 20f. (City or town} {County} (Stote) 
Hour 0. m. While Not while foctory, street, office bldg., ete. 
p.m. 19 [ot work [Jj ot a oO 


== 
21. | certify that | ei the yey rom fA) 19 SoroVigy) —J--» \AD fethat | lost saw the deceased 
() id thot death 


olive Wiig hs Pl occurred afda: IM, ffrom the cables and an the date stated above. 
DDRESE{Streetcity on town, stote! 4 \\ \° TE SIGIYED 
(2 


sey “Re 2/8 eB hon 2. wot MEAN LAA LAMBS : 
at Psi Rsses Wi sens WeetNintsed Wea 


22b. DATE THEREOF Ze NAME NAME OF CEMETERY @&GREMAFORY! | 226. LOCATION (City, town, or (City, town, or anh {Brote) 
p (? 
PiAT" | MO id OARDEL CE | Poel 1 WELDIULMTED MA, 
pe DIRECTOR'S SIGNATURE « ‘2d. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE “ 
- us - 4 
<S Ze vate //- 26 = anit Tule, 


MEDICAL CERTIFICATION 


"A nvauna 


aca 86 AON 


Sata 


MARYLAND STATIESSSSeK IMENT OF HEALTH—BALTIMORE, 18 11189 
9g CERTIFICATE OF DEATH nes. Divito, _ 17 


1 aot aonto 2. peste leaks (Where deceased lived. If institution: Residence before odmission) 
0. COU °. 
AP Pp LAND . b. COUNTY 42 7) pp 
a (tw APES ic LOBE PN PD (ARR SLL 


b. CITY OR TOWN (If outside corporote limits, write | c, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outtide corporote limits, write RURAL ond give nearest town) 
RURAL gnd give neorest lown) 


fj 
LW WINDSOR uf LARS WV WINDS 6 
d. fe Sse saudi {If not in hospitol, give street oddress) d. STREET ADDRESS °. pels 
Ay 7 
SAM LEEK S$ CREEK YS BRO 
i ddl 4. 
DECEASED ie Middle lot DATE Month Doy Vier 


teen) SUSAV ELIZABETH ECKE Beam 4/7 ys 9a 


3. SEX 6 COLOR OR RACE |7. MARRIED L] NEVER MARRIED [-] [8 DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HES, 
. lost birthdoy) a 
FEMA h/ wivowe —_ oworeo OO} | A/a 2 = ~ o/ am 


Wa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) ‘ : 
Oui Hom e= LIERYLEND AS 


a io} V4 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


LIEN Ff UTZ SARAH LAMBERT 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT Address 
(far, no, oF unknewn) (IE yes, give wor or dates of service) 


/ D 
f Non ALBES ie 
18. CAUSE OF DEATH [Enter ‘only one couse per line for (0), (b), and (cl-} INTERVAL BETWEEN 
ONSET Al DEATH 


PART I. DEATH WAS CAUSED BY: 7 oe 
IMMEDIATE CAUSE (0! Cc eronw 


#4 Da DUE TO 


Conditions, if ony, which w 
gave rise to immediote 
couse (0), stoting the under: ( OVE TO 


lying cause fost. (¢ 
Past It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}|19. WAS AUTOPSY 


PERFORMED? 
yes (] NO ig 
200. ACCIDENT WAS UNDERLYING __ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part II of item 1B.) 
‘OR CONTRIBUTING L] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
Hour op. While Nat while: foctory, street, office bldg., etc.) : 
pm. 19 lot work [1] at work [J i 


ag a aan EL . 
= 19. : a ee 19%_2,,that | last saw the deceased 


~4..M, fram the causes and an the date stated abave. 


—_— ~ ADDRESS (Street, city Wie YATE SIGNED 
ft Le SB 


nd 


y the funeral director, 
2 should.be filed with 


Poges 


Then please removg/Corboh, popers. 


MEDICAL CERTIFICATION, 


To. burt CORETON: ‘Zc. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, town, or county) (State) 
REMOVAL (Speci , 
eYi A YE 1% A Life CREEK RRO Ls O vA D 


24a. REC'D BY REGISTRAR | 246. REGISTRAR'S SIGNATURE 
by 


DATE 7 iy 


IDIRECTOR: After this certificote hos been signed by the ottending physicion ond completely 


ined by the hospitol or ottending physicion. 
ould be detoched for use os the buriol-tronsit permit. 
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moy be, 
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oo Page 4 shauld be 


If any delay is necessary, please exe- 
farm PM3. Page 5 may be retained for yc 


+ 2, and 3 ta the funer 
File pages } and 2 with the register prior to burial, cremation, 


3 


v 


in pencil in Item 18. Give Pages 1 


d ta the Chief Medical Examiner's Office alang wi 
RAL DIRECTOR: Page 3 should be used as a burial-transit permit. 
VP 
EDICAL CERTIFICATION 


certificate, writing the ward “pending” 


cut, 
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VS. AISME(S) 
5M 9/55 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 1199: 
11 £9QMEDICAL EXAMINER’S CERTIFICATE OF DEATH 


Reg. Dist. 


2. USUAL RESIDENCE (Where deceored lived. If institution: Residence before admission) 


Carroll MARYLANO | ese Maryland COUNTY Washington 
b. by OR TOWN lf qutside corporate limits, write RURAL ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (IF outside corporate limits, write RURAL ond give nearest town) 
sive nearest owe} 


Sykesville 3lmo.13dayy Hagerstown, Route ) ar a, 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) d. STREET ADDRESS « Ie REBIPENGE 


Springfield State Hospital - ves) NO ER 
3. Nae OF First Middle Lost 4. DATE Month Oay Year 


(Type or print Denton Smith EDWARDS Stam November 15 1956 
5. SEX OLOR OR RACE [7- MARRIED [>] NEVER MARRIED (48. DATE OF BIRTH 9. AGE tn eon IF UNDER 24 HRS. 
Male Ne sane ovorceo) | Sept. 18, 1905 5 en fae ES a ea 


10a, USUAL OCCUPATIO? kind of work done! 10b. KINO OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) V2. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) - 


one pA Maryland U.Sshe 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


William Henry Edwards Mary Crim 


15. WAS OECEASED EVER IN U. S. ARMED FORCES? }16, SOCIAL SECURITY NO. |17. INFORMANT Addrets 


(Yes, ne, oF unknown) (Gf yes, give wor or dates of service) 


No - Yre- Springfield Hospital records. 


1, PLACE OF DEATH 
0. COUNTY 


1B. CAUSE OF DEATH [Enter only one cause per line for (a), (b). and (c).] INTERVAL BETWEEN 


PART I, DEATH WAS CAUSED BY 
IMMEDIATE CAUSE (0) : 3 = ) days, 


Conditions, if ony, which 
gove rise to immedi aUse 
fo}, stoting the underlying 
couse lost. ay Se (ch 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRAWWING TO.DEATH Bly NOT RATER TO THE FERNY LESS FOR WOY GBB! BART Hel[l9. Was AUTOPSY 

Meningo vascular syphilis- ie yes] NOE] 
20a, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port I! of item 18.) 
CAUSE OF DEATH. Fell in epileptic seizure 
‘2c. TIME OF INJURY Month, Day, Year ‘so InguURY OCCURRED 20e. PLACE ye ewer eh 120. (City or town) (County) (Stote) 
ter com. vo [Wier Neate) Hospitar'" "| Sykesville Carroll Maryland 
21. I certify that | taak charge of the remains described abave, held an Autapsy [3% Inspectian [_], Inquiry [[], and find that 
death y Ited fram: Natural causes BE], Accident [1], Suicide (1, Homicide (1. Undetermined cause 74 


Soup Fs LH Ape M.p, CHIEF MEDICAL EXAMINER [] DATE SIGNED 
ASSISTANT MEOICAL EXAMINER Oo 
E 


Nad ands James T. Marsh, M.De DEPUTY MEDICAL EXAMINER 6%} Nove 15, 1956. 

Ro. Hei 2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
‘ariei” | 11-17-56 Rest Haven Cemeter Hagerstown Md 

23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a, REC'D BY REGISTRAR 24b, REGISTRAR'S SIGNATURE 

Scott F. Minnich & Son Hagerstown Md. |on/-/7-5S@ |o aéetre Z 


¥%4 Ble 


| ® 
LA Darsoatl | 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 7 1 1 1 9 1 
1120 OCERTIFICATE OF DEATH aig eee 


a 


ne 
5 = 1, PLACE OF DEATH a ogy Hater (Where deceased lived. If institution: Residence before odmission) 
ts Ya - a. b. COUNT 
3s Carroll MARYLAND Maryland Carroll 
. iy it b. CITY OR TOWN (IF outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
re) RURAL ond give neorest town) | 5 2 
22 ™ Rural--Westminster life Rural~-Westminster 
a 2 d. NAME OF HOSPITAL {If not in hospital, give street address) d. STREET ADDRESS ©. 1S RESIDENCE 
= eS OR INSTITUTION R D #6 ‘ON A FARM? 
D. 
BS ves (] not] 
3. NAME OF First Middle Lost 4. DATE Month Day Year 
DECEASED | OF 
3 {Type or print RUSSELL C. FOWLER DEATH ll- 19 1956 
e 5. SEX 6. COLOR OR RACE |7. MARRIED f°] NEVER MARRIED [-] | 8. OATE OF BIRTH 9%. AGE {in years IF UNDER 1 YEAR|IF UNDER 24 HRS. 
6 6 ie, 7] Hours | Min. 
male white winowed []__—ivorceo ~26-1901 yes. 
a 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
3 during most of working life, even if retired) 
3 Painter General] Maryland U.S.A. 
3s 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Williem cC. Fowler Bertie Cushing 


urs 


I % WAS pester ads! vu. Ss. aye Salsa 16. SOCIAL SECURITY NO. |17. INFORMANT Address. 
ac eruntes Hi wees 6b St ote 
$] ne 218 14 7175 Mrs. Elva M. Fowler Same 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (a.) 


PART I, DEATH WAS CAUSED BY: v 3 
IMMEDIATE CAUSE (0) 


re QUE TO 


ee 
Conditions, if any, which (bp Comer Atk tera 
gove rise to immediote 
cotse {0}, stoling the under. ( OVETO 
lying couse lost. 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN tN PART 1{0}]19. Tee AUTOPSY 


'ERFORMED? 
Yes [[] NO 

20a. ACCIDENT WAS UNDERLYING (| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Ml of item 1B.) 
‘OR CONTRIBUTING () CAUSE OF DEATH 
(IF EITHER. NOTIFY MEDICAL EXAMINER} 
20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED — [20e. PLACE OF INJURY {Home, form, | 20F. (City or town) (County) (Stote) 

Hodr 4. m. White __ Not while factory, street, office bidg., etc.) | 

Pom. 19 Jot work [J ot work [J ' 


21. | certify_thgt | attended the deceased from. Pi - V9 
alive on__. ee 4G, 25%, and that death accurred at J 


ee ADDRESS (Street, city or town, stote) YATE SIGNED 
stn Sali, Chop _un Ssh W Dun Want Wd 7s 


OSS hn ae 
Zo. BURIAL, CREMATION, | 226. DATE THEREOF ‘Zac. NAME OF CEMETERY QRGRSMATERY 22d. LOCATION (City, town, or county) {Stote) 
11-23-1956 | St. James Carroll Co., Maryland 


23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS MCS “4,7 Slee i Se ‘ 
Ys A154 Q Cc. M. Waltz, Winfield, Maryland vate //-,2/- 36 Wa nth, 


INTERVAL BETWEEN 
ONpET AID DEATH 


woywra 


Then please remove carbon papers. 


ate has been signed by the attending physician ond completely 


er altending physician. 


r4 
Q 
‘%< 
6 
= 
3 
& 
fr 
ts) 
= 
4 
3 
2 
= 


ined by the hospital ¢ 
DIRECTOR: After this certi 


* 


page 3 chauld be detached far use as the buriol-transit permit. 
the registrar priar ta burial, cremation, ar remaval, and in any event within 72 


may 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs offer death. Page 4 
TO FU 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 1 1 92 
11201 CERTIFICATE OF DEATH neiieae - 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 


©. COUNTY . STATE ( 
Carroll MARYLAND || © Maryland S COUNTY _ Frederick v 


b, CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limifs, write RURAL and give neores! town) 
¥ RURAL and give neares! town) 
Sykesville S.1Omos. j23days Thurmont x 


a d. eee (If not in hospital, give street address} d. STREET ADDRESS e Fp ACs 
boringtield State Hospital Route #21 ves] NOLT 


= 


} 
} 


y the funerol director, 


2 shauld be-filed with 
ba 
2 


3. NAGE Cr First Middle Lost 4. pass Month Day Yeor 
(ype or print) Charles Eli GREEN death §©November 13 19 56 


Pag 


5. SEX 6. COLOR OR RACE |7. MARRIED [>FNEVER MARRIED [-] |8. OATE OF BIRTH 9 AGE (ln ye 7 IF UNDER 1 YEAR] IF UNDER 24 HRS. 
: urindoy| Month: i 
Male White wiwoweo[] —ovorceo ty | July 17, 1902 Seve gee ead Mis: 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country} 12. CITIZEN OF WHAT COUNTRY? 


ae 

<= during most of working fife, if retired) 

8 Plasterer. - Maryland U.S.A. 
s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

~ Charles Clayton Green Laura Hannah Zimmerman 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? | 16, SOCIAL SECURITY NO. |17, INFORMANT Address 
Wen. no, oF unknown) Ilf yea, give wor or dates of vervice! 4 3 < 
| No - - Springfield Hospital records 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (c).] 


PART I. DEATH Ss ED BY: 
IMMESISME cause jo. Acute pulmona 


“UGHHr DUE TO 


Conditions, if ony, which Thrombophlebitis of left iliac veins 
gove rite ta immediote Oa 


couse (0), stoting the under ( DUE TO 
lying couse lost. fo 


art YJ. OTHER SIGNIFI IT OMe CONTRIBUTING TO DEATH.BUT NOT R. AD TO THE TI JALDIsI E Lie GIVE! PART Ui Ww. pe amor 
Chréni¢ Hramn satay me eysoprated witht ii htracraniad “infection, poste |” rarona 
encepha Parks $nson S Diseasee 1 NOC] 


200, ACCIDENT WAS UNDERLYING [J 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port II of item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


0c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Store) 
Hour on. While _ No! while foclary: street, office: bldg..:eic:) | 
p.m. 19 fot work [] ot work [J H 


13, 19.96 _,that'l lostsow the deceased 


INTERVAL BETWEEN 
ONSET AND DEATH 


minutes 


embolism, left lun; 


Then pleose remove carbon papers, 


the registror prior to buriol, crematian, or removal, ond in ony event withi 


2 days 


MEDICAL CERTIFICATION 


DIRECTOR: After this certificate hos been signed by the ottending physicion and completely 


ined by the hospitol or ottending physicion. 


“ 


21. | certify that | attended the avs from._DeGe_205_19525.52_, to, 

alive erus aes Why, 6, and that death occurred at... 2M, from the causes and on the date stated above, 
I ADDRESS (Street, city or town, stote) DATE SIGNED 

south 5 wo, Springfield State Hospital 11/13/56 

Namtitye)_ Walther H. Sonnenfeldt, M.D. Sykesville, Maryland. 


page 3 should be detached for use os the buriol-transit permit. 


‘Zo. BURIAL, Sean ‘2b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City, town, or county) (Stote) 
pecify) 
Burtat 6*t956 Utica Cem. 
S 2, _ FUBIERAL DIRECTOR'S SI > ADDRESS 240. REC'D rr, basins 
VS AIS. J ; ; a r Thurmont MD te, 
avs AYRE ‘ : ‘ il i HORE) j O [ob C.. Harvtg 7 


moy 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the deoth certificote be executed within 24 hours after death: Poge 4 
TO Fu 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, i 1 1 9 3 
9()9 CERTIFICATE OF DEATH nag. bit. No. 7 


1. PLACE OF DEATH 2. BN lee (Where deceased lived. If institution: Residence before admission) 


¥ TY : 
@. COUN’ MARYLAND @. ST. b. COUNTY 


jed with 


ary iano 
b. CITY OR TOWN (IF outside corporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If oulside corporate limits, write RURAL ond give nearest town) 


RURAL ond give nearest town) 
Baltimore 31 


6. NAME OF HOSP d. STREET ADDRESS : e. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 
ord Ste Hospite 10S. Dallas Street ves E] NOX) 


3. NAME OF First le 4, DATE 
eens) ist Lost Month Day Year 


(Type or print) Peter GUZINSKI | Sem November 19 56 


5. SEX 6. COLOR OR RACE |7. MARRIED Gig NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost bicthday) [Months 
M W WIDOWED [] ovorceo(] | June 29 1884 720. epee” 8" 


100. USUAL OCCUPATION (Give kind of work done] 10b. WE BUSINESS OR ‘Sea BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
z4 


yy the funeral director, 


during most of working life, even if retired) 3 


Tailor 7 Maryland USA 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Alex Guzinski Ann Mrozosinski 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |/16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yen, no, oF unknown) Ot yen, give war or dates of service) 


2] 
° 212-003-4152 Springfield Hospital records 
18. CAUSE OF DEATH {Enter only one couse per line for (0), (b), and {e)-] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: OEE ANOLE 
IMMEDIATE CAUSE {o} 


/ DUE To. 
Conditions, if ony, which arteriosclerosis 


gove vise 10 immediate 

couse {0}, stoting the under. ( DVETO 

lying couse lost. . 
Parr I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o}/ 19. WAS AUTOPSY 

Chronic brain syndrome associated with circulatory disturbance with ceré “Ves fy NO] 


o = h ra¥a! on 
200. ACCIDENT WAS UNDERLYING () ‘20b. DESCRIBE HO JURY OCCURRED. (Enter noture of injury in Port | or Port It of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, farm, 120. (City or town) (County) (Stote) 
Hour 2. 1. While __ Not while factory, street, office bldg., etc.) | 
p.m, W Jot work [] ot work [] t 


21. | certify thot ! attended the deceased from....duly.26,__., 19.56., to._November14 19.56. that | last saw the deceased 


death. 


Dunq 


Then please remave corbon papers. Pages 1% 


signed by the attending physician and completely fille: 


transit permit. 


MEDICAL CERTIFICATION: 


ADORESS (Street, city or town, stote) DATE SIGNED 


a... Springfield State Hospital 11/14/56 
Nameihes Walther H, Sonnenfeldt, M.D. Sykesville, Maryland 


22a. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Ue. NAME OF ZEMETERY OR ORE ORY 22d, LOCAJION (Ci yen county) (Stote) 
MOVAL (Specify) 7 i. Jf Cs, ty A 
ee LIP OC __ | Wediipicn gia Lhiel eve AL 
jOR'S SIGNATU} ADORESS 24a. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 
1 
ee, Le ee ee 


M.D. 
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DIRECTOR: After this certificate has bee: 


page 3 shauld be detached far use as the buri 
the registrar prior to burial, cremation, ar remaval, and in any event within 72 haurs oft: 
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— DEPARTMENT OF HEALTH—BALTIMORE, 18 : 
CERTIFICATE OF DEATH vey ALY, 


2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmistion) , 
©. STATE b. COUNTY 


ae Ke 


1, PLACE OF DEATH 
©. COUNTY 


\ MARYLAND 

é ) Carre Maryland x Balto,City 
8 R J b. CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN 1b c. CITY OR TOWN {IF outside corporote limits, write RURAL ond give nearest town) 
3 A RURAL and give neorest town) 4 ay. 
oe X | Sykesville Baltimore Yol=u 
i 2 d. NAME OF HOSPITAL {If not in hospitol, give street oddress) | d. STREET ADDRESS: e. 1S RESIDENCE 
=a , | oR INSTITUTION ON A FARM? 
ay ¢ 02 Southern Ave. Zone 1) ves [] No E 

S 2. eechn. First Middle lost 4 i Month Boy Yeor 
3 (Type or print Katherine Marie HANDLER DEATH November 15 1956 


. Pages 


5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIEDT] | 8. ere ‘OF BIRTH HAGE (In yess IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lost pirthaa : 

. Female [White [uecwath, somos | Sanuary 2, 16809 [Bp from soe] mo 

ay 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY|11. BIRTHPLACE {Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

“hea during most of working life, even if retired) 

=. Clothing factor Clothing Maryland UsSihe 

if 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

Christopher Handler Amelia Stockhausen 


gned by the attending physician and completely fille 


= 

3 

8 

7. 

s 

°° 

2 

5 

3 

2 

= 

a 

¢ 

£ 

= 

2 

1 

3 

5 

Ps 

a 

° 

x} 

= oe 15, WAS DECEASEDEVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. ]17. INFORMANT ‘Address 

= Ef fe i or a A yes, + wor of dates of service! 4 

bowie 0 275-25 5 2bSpringfield Hospital records, 

£ . 

3 3 2 18, CAUSE OF DEATH [Enter only one couse per line for {0}, {b}. ond (c).} ANTERVAL BETWEEN, 
pa ay PART 1, DEATH WAS CAUSED BY: 4 

2 ose mais cAusto ey.) Pulmonary embolism ours 

5 e? U q DUE TO 

= aS Conditions, if any. which oy 

3 Eo gove rise to immediote 

5 gc cote (0), stoting the under ( OUETO 

‘a =? lyin, lost. 

Seen v ying couse fe 

ee er NRE Soe 

Pi So... z Pagr Il. OTHER SIGNIFICANT CON! IONS CONTRIBUTING DEATH BUT NOT BELATED TO THE TERMINAL “ASE CONDITION GIVEN Ify PART I(o)|/19, WAS AUTOPSY 
(SRSER ~ \2| CoB oe agsocia ed wath, artert dgererosis with kai Yonable ti story ‘of PERFORMED? 
2cF2e 718 2 inson ise ves []_ No Gt 
Foone = 200. — WAS. s UNDERLYING 20b_ DESCRIBE HOW INJURY OCCURRED. (Enter noture = injury in Port t or Port Il of item 1B.) 

ae Soe & | OR CONTRIGUTING C1 CAUSE OF DEATH 

aeees 3 | WF EITHER, NOTIFY MEDICAL EXAMINER) 

3 oEB5 & |20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED |] 20e. PLACE OF INJURY (Home, farm, 120F. (City or town) {County) (State) 
oe £8 6 Hour 0. m. Wie Not =i foctory, street, office bldg. y} 

ae. yt worl ‘of worl ' 

asics = p.m. ot 

Os LS5 

Zeiss 21. | certify that | attended the deceased rom,._November 9, 19.26, tallovember 15 1956 that | lost saw the deceased 
28233 

B< . % 5 er see il 6 en ene that death accurred at _12205By, from the causes and an the date stated abave. 
E a ° 3 5 S ‘i ADORESS (Street, city or town, stote) DATE SIGNED 
Rapes f 

seess | [Sethi Z@ conere of uo. ..... Springfield Stete Hospital 11/15/56 

en0a 

= Be s PHYSICIAN'S 

z ¢ 8 lle, Maryland 

= Re NAME (Tyee)_EGmund Lusthaus .__—___.__Sykesville, Maryland 
SLO o 220. BURIAL, CREMATION, | 22, DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) tote) 
Qe3 a5 REMOVAL (Speci See O : si , 

oto WAGA. |I1/19/7956 Avet (emexenr Battimone, Manysand 
roe 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 2a REC'D BY REGISTRAR , | 24b. REGISTRAR'S suariss 

2 ey oye z] 
was OS | Leonard Y. Ruck 5305 Hardord Road #1 vate /Z2 4 
8 ee 
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OSarsoatl | 
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al 


y the funeral director, 


d by the hospital or attending physicion. 
RECTOR: After this certificate has been signed by the attending physicion ond completely fi 


jd be detached for use os the buriol-transit permit. 
ror prior to burial, cremotian, or remaval, and in ony event with: 


2 should be filed with 


* 


Pages 


Then please remave corban papers. 


/ 


\ 


(1) 


72-hayrs after deoth. 


in 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 i j 195 
11204 CERTIFICATE OF DEATH ion Risto ES 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If inition: Retidence before odminion) 
a. a b. COUNTY 
MARYLAND is 5 P re 


b. st cer tage (If outside Srloatald limils, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 7 
URA i arest ~ 
re a ‘ ey : 
Reear We: B 3 WWIPAL WE STPILNSTER x 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS @. IS RESIDENCE 
OR INSTITUTION, 2 ON A FARM? 
re. eee ves no (] 


3. NAME OF First Middle 4. DATE Month Day Year 


fete E STIF FE HARRIS | Sm 1 oS te 


5. SEX 6. COLOR OR RACE |7. maRRieD [ff NEVER MARRIED [] |8. DATE OF BIRTH 9. AGE (in sor Ie UNDER 1 YEARTIF UNDER 24 HRS 
a ,. alost birthdoy iin. 
somo} oreo [1§ BAY =~ fps mmo | | 


Wa. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stale ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
i jduting most of working life, even if retired) ’ 
i! 2 eA - S e t 


13, FATHER'S NAME 1 14, MOTHER'S MAIDEN NAME 
eras ly Za DAPAH fe HOUCS 
a was eve RS US. pity TOES 16. SOCIAL SECURITY NO. |17. ppt . Address cS 
fat. 0, an seca alas ak Serva tee ee. : a * 
WC Lome MPSCATHERINE WOLFE AAMPSIFAD LIE 
piv O | Noe YS LATE INE MCL FE, PAMIPSILAL 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-]} ee 


PART 1. DEATH WAS CAUSED BY: ; 
4 IMMEDIATE CAUSE (6 PNA AH NADH Q —s cI: 


Conditions, if ony, which 
gove rise to immediate 
couse (0), stoting the under 

lying couse lost. 
Part I!, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19. WAS AUTOPSY 
—<—-. ° PERFORMED? 


ves] Not] 


200. ACCIDENT WAS UNDERLYING C] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING 1) CAUSE OF DEATH ——— 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


206. TIME OF INJURY Month, Day, Yeor ]20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (tote) 
Hour 0. n. While Not wie _foctory, street, office bldg., etc.) | ——___ 
pom. H 


Y 
19 Jot work [7] of work 


MEDICAL CERTIFICATION, 


21. | certify thot 1 attended the deceased from ACU 22", WSK to FULY™ SF”, 193Gzthos | fost saw the deceased 
alive on_ Se | 12S G._, and thet death occurred ot Le, from the causes and on the date stated above. 
DATE SIGNED 
ACTUAL 
SIGNATUR 
PHYSICIAN'S 
NAME (Type) 
[AME OF CEMETERY OR CREMATORY ‘Wd. LOCATION (City, town, or county) (Stote) 
4 > BR A “A ‘Ch j VW) : : 
Bao, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE Wy 


Ll- 9S) awl” (Ix 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ji iJU 
11205 CERTIFICATE OF DEATH OE 


1. PLACE OF DEATH, pth’ 2. USUAL RESIDENCE (Where deceote lived. If intron: Residence before admission 
a. oo. b. UNTY F: 
CQ MARYLAND YUL eth Me Balto.City 


b. CITY OR TOWN {IF outside corporote limits, write | ¢. LENGTH OF STAY IN Ib 
12 days 


om 


RURAL ond give nearest town) 


c. CITY OR Stic corparote limits, write RURAL and give nearest town) 


2 should be filed with 
\ 


By the funerol director, 


(Mm) Bvor. 4 
\ i jE NAME OF HOSPAAL (If not Fay aivg street address) ‘d. STREET 318 Wi 2: IS RESIDENCE 
A OR se, . Me b t 
—) wake: LA00 bel 43/8 Wa th Jive ves] NODE 
3. NAME OF V Fint —-Middle 4 4. DATE Month 


Day Yeor 
BEA y n Wijtoh It bears = November 1 1956 


ae! 6. COLQR OR RACE |7. MARRIED [] NEVER MARRIED [J |®. AF ° BIRTH 
ade a wivowen pivorceo [ 7- 2G -/8 78 


9. AGE (In years 
last, rp 
yes. 

97 USUAL OCCUPATION (Give kind of work Ry 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE oe ‘ar Spe oa 


Pages | 


be 12. CITIZEN OF ‘ei COUNTRY? 
he a SON ie eg a Fs 
co LPL? 

eal )'P : Fie ea 

oS 
> a 7 WHA La 
8 1 WAS LF ata INU: S. APMED FORCES? [16. SOCIAL SECURITY NO. 17. INFORMANT ‘Address 

Ves, #0, oF unknown) INF yes, give war or dotes of service) 

: ‘22D y Springfield Hospital records, 
8 18. CAUSE OF DEATH [Enier only one couse per line for (a), (b). ond (c}] ct LI diac | INTERVAL setweery 
a PART |, DEATH WAS CAUSED BY: ‘Ot Ars at bicbctdtea oN Sorat 
§ IMMEDIATE CAUSE (o| 
2 2 i 


Conditions, b Se which ts * & Wn co «aa 


gove rite to immediate 


ae 


couse (0), stoting the ynder. { OVE TO 
lying couse lost, te 
Pant Ul, Tal SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o]|19. WAS AUTOPSY 


bt (Halt hn Nibi4 v6 NOD. 


200. ACCIDENT WAS UNDERLYING 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I ar Part Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


oe. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, farm, 20 (Cin (City oF town) (County) (Stote) 
Hour on. While Nat while foctory, street, office bldg., etc.) } 
p.m. 19 fat work [J ot work [7] H 


21. I certify that | attended the deceased from_14 -/7- 56, 19____, oQetober 31, 1956. thot | last sow the deceased 
alive on.Qctober 32, 1256___, and that death occurred Raat ty from the causes and on the date stated above. 


ADORESS (Street, city or town, stat; DATE SIGNED 
scruat nth LAL 
SIGNAT a LAL aa. 


1i/a/s56 
ae Si Py) folds _ Sykesville, Maryland 4 


A bes 
0 aa Lae C00 72h | rath a 
Rip DIRECTOR’ SDT | ADDRESS 24a, REC'D 7 Mie ‘2ab, REGISTRAR’S SIGNATUR 
Yas? J peenard x Lick. Laon ium ak. 2 fi 
et ¢ (ae See 


z 
Q 
g 
5 
z 
B 
S 
uv 
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Ed 


RECTOR: After this certificote hos been signed by the attending physician ond campletely fille: 


ined by the hospital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The tow requires that the deoth certificate be executed within 24 hours after death. Poge 4 
may be. 


= 


INSTRUCTIONS 


ING PHYSICIAN OR HOSPITAL: The law requires th 


BD wirrio 24 hours after 


@ 


6 bottom copy may be retained by the hospital or attending physic 


TO FUNERAL DIRECTOR: The law requires that the death certificate be 


3 MARYLAND STATE DEPARTMENT OF HEALTH-—BALTIMORE, 18 
$ 
fs 11197 
is om 11198 CERTIFICATE OF DEATH : 
32 \\ 1) da 25 Reg. Dist. No......2./... 
Sa. 1, PLACE OF DEATH - 2. USUAL RESIDENCE (HOME) OF DECEASED 
c= COUNTY Carroll MARYLAND saz Maryland comy Carroll 
5 5 a (it ese corporate [jmits, write RURAL TE Er. self STAY ay (if outside corporete limits, write RURAL end give nearest town) 
23° Tow ™ "HES tmineter Ay” Fars fown Westminster 
s 3 HOSPITAL OR ‘STREET (If rural give locetion) 
Pcs Te, Mies B. Creen Sti. aoprsss 6 213 E. Green St. 
£8 
3 5s 3. NAME OF First) (Middle) (est) ‘4. DATE (Month) (ay) Year) 
£ ke Tyeorhiny” = SOHN Franklin Humbert Beatn Nove 25 (56 
3 S a 5... SEX 6. COLOR OR 7. SINGLE, MARRIED, 8. DATE OF BIRTH 9. AGE fast birthdey IF UNDER 1 YEAR [IF UNDER 24 HRS. 
= 82 Male Wiese | WidO eae Le a |Fepruary 24,187 86 [Months | Days | l Days | Hours) Min. ( 
@e > yes. 
3 =7 7 10a, USUAL OCCUPATION (Give kind of work 10b, KIND OF BUSINESS 11, BIRTHPLACE (Stete or foreign country) 12, CITIZEN OF WHAT 
£ ra «a ! dona during mos! of working life, even if OR INDUSTRY 11 + - 3 COUNTRY: 
sae !| “Rt Laborer Blacksmith Carrell County, Marylan 
B ‘ 13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Soi . ys 
Ss j 
a. William Humbert Eva Wentz 
2 5 8 1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO, 17, INFORMANT & ADDRESS 
Mev gg) | Wess ee) | 57265063725 Mrs. Emma Humbert Westminster, Mae 
16, MEDICAL CERTIFICATION _ ~ INTERVAL BETWEEN 
1 DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH F ONSET Al DEATH 
v al 
IMMEDIATE CAUSE A Contre Et rho ee Bry aw Be 


A 
ANTECEDENT CAUSE(S) OVE TO VD 
DISEASES OR CONDITIONS, IF ANY, (6) CRS eS fe CEOS Sa ae 
GIVING RISE TO THE ABOVE CAUSE 
STATING UNDERLYING CAUSE LAST, DUE TO 

(c) 

IT OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO THE 
DISEASE OR CONDITION CAUSING DEATH.. 


19a. DATE OF OPERATION 196. MAJOR FINDINGS OF OPERATION 20. AUTOPSY 
ves [] NO 


OR CONTRIBUTING [] CAUSE OF DEATH OF INJURY street, office bidg., elc.) 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


21d. TIME OF INJURY (Month) (Dey) (Vaer) (Hour) ] Zia, INJURY OCCURRED 211. HOW DID INJURY OCCUR? 
White Not while 
M._|_at work oO at work O 
22. L hereby certify that | attended the deceased trom (1/...22.2-/s qa .Ce..., that | last saw the deceased 
3 LAI L..., and that death occurred LL from the causes and on the date stated above. 


2le, ACCIDENT WAS UNDERLYING [] 21b. PLACE (Home, farm, factory, | 2ic, WHERE DID INJURY OCCUR? (City or town) (County) (Stata) 


alive on.././..- 


certificate has been executed by the attending physician and completely 


death certificate assembly should be detached for use as a burial tr: 


z ADDRESS “{Streat, city; n, sfote) jis hoe 
4 mai Ahir te, Nik Jt 2¢KA 
ca 23, Onovannero a DATE THEREOF NAME OF CEMETERY OR CREMATORY LOCATION (City, town, of county) (Stata) 
vy 

de 8 Buria [11/26/56 Silver Run Cemetery Silver Run, Maryland 

e 2 24, REC'D BY REGISTRAR REGISTRAR’S SIGNATURE i] 25, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


7. John R. Byers Westminster, md. 


vate_/ /- 


nvaNNnd 


é nog 23 AON of 
JAvaoaa 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 11198 
S 11206 CERTIFICATE OF DEATH 


a Reg. Dist. No. 
32 vou 2, USUAL RESIDENCE (Where deceosed lived. If inition: Residence before admisfon) 
4 °. oS b. COUNTY 
£ MARYLAND 
oS / Carroll arylam Baltimore County 
Baud § [8 GIN, OF TOWN UF ouside corporate Tinin, write Tc. ENGTH OF STAYIN Tb [| c:CITY OR TOWN (It cutie corporate limi, wile RURAL and Give neorest town) 
33 f nm mA Land give nearest tawn| 4 
$2 (Rur: Sy. ‘covilie, Maryland 4mo. 16 days cates orge, Maryland EC eee © 
2 & » d. om stn HOSPITAL {IF not in hospital, give street address} d. STREET ADDRESS: e. Oe ee 
=4 £ A FAI 
ay / pringfield State Hospital 425 Murdock Road ves DF] NO PY 
S 3. NAME OF Fi Middl 4. DATE 
eZ DECEASED F eM Tos h le ‘ Lost Da Month , Yeor 
3 (Type or print) rancis 05@p: uppman DEATH Z d 19-D ¢ ; 
& 5. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED [-] | 8. DATE OF BIRTH & 4 iden IF UNDER 1 YEAR] IF UNDER 24 HRS. 
sethday] ss mi 
“ Male White winowen &] —sovorceoE] | 4=1'7=92 ae 2 reas os 
& 10. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g during most of face lite, even if retired) . 
/|__Accountan y 3 Maryland SG 


ot 


13. FATHER'S NAME FYE Aine 7) 
18, WAS DECEASED EVER INU; SnD FORE 16. SOCIAL SECURITY NO. |17. INFORMA\ ‘Address 


18. CAUSE OF DEATH [Enter anly one cause per line for (0), (b}. ond (c)-) 


PARTI. cer WAS CAUSED BY: 
IMMEDIATE CAUSE (0! 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave 


LAO, DUE To ; 
Conditions, if any, which re Myocardial Disease 
gove rise to immediote DUE TO 


cause (0). stoling the under. 


tying cause fast. (a) 
"ant Il. te. bre IFJCANT CONDITIONS CONTRIBUTING TO eA meu BUT, I NG arte TO THE Sole AL DISEASE. SONRITION GIVEN IN PART 1(0)/19. Ra ta AUTOPSY 
ron poe Ss — ass ertouch €rosis wi ERFORMED? 
sy cere SO No [] 


IDENT WAS UNDERLYING Oo 0b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il of item 1B.) 
OR CONTRIBUTING O CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20. (City or town) (County) (State) 
Hour a.m. While Not while foclory, street, office bidg., etc.) 
p.m. 19 lot work [J of work [J H 


21. | certify by horse the ee from..._7/12.. [/28______., 19.56.,that | fast saw the deceased 


alive on__.. -, and that death occurred at 22249 from the causes and on the date stated above. 
ADDRESS {Sireet, city ar lawn, Ae DATE ae 


os 
Q 
5 
& 
as 
4 
Vv 
rd 
Q 
£ 
z 


for use as the burial-transit permit. 


RECTOR: After this certificate has been signed by the attending physician and completely f 


uld be detach: 
the registrar priar ta burial, crematian, or remaval, and in any event within 72 hougf after death. 


ACTUAL 
SIGNATURI 


g } 
ae Gertrude M, Gros’, M.D. 


MD. 


ined by the hospital or attending physicion. 


}. LO DN (Cit mn, OF County) "A (Stote) 
be, 7 F 

24a, REC'D BY RI AY ‘2b, Catt € 

WE AAG 


may be 
page 3s 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 
TO FUNE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
11207 CERTIFICATE OF DEATH 


at 


1119: 


ig Reg. Dist. No. [., 

3 a 1 par cli a bao Hpi (Where deceased lived. IF institution: Residence before odmission) 

°. °. 
$8 ‘ Carroll MARYLAND Maryland b/COUNTY Ca rreldl 
Bie T B. CITY OR TOWN (If outside corporote limits, write |e, LENGTH OF STAY IN 1b || __c. CITY OR TOWN (if outiide corporote limits, write RURAL ond give nearest town) 
BB | RURAL ond give noarest town) 4. 2 4 4 A . 
3. \ %| Rural, Westminsver, Mer Life Rural, Westminster, Myers District x 
22 ¢. NAME OF HOSPITAL (If ogiiia hospital, giventreey pddvase} d. street ADDRESS © Mailing Address e. IS RESIDENCE 
te Bhass ty OR INSTF 1ON At. i « ON A, FARM? / 
ac 2 Litblestom, Pa. KR. D. 1 Littlestowm, Pa. R. D. 1 ves GF NOT 

e 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
y DECEASED OF 
(ype oF print) Ida nen Koontz DEATH 1/7/56 19 


Poges 


5. SEX 6. COLOR OR RACE | 7. MARRIED [7] NEVER MARRIED (| 8- DATE OF BIRTH 9. pores WF UNDER } YEAR| IF UNDER 24 HRS. 
ai jos! birthday] Min. 
Female White wivowen Hf — oworceo tf] | 12/15/1856 99 om. en ES a 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
i } Her_own home Carroll Coun Md, U.SeAeo 
J 13. FATHER'S NAMI 14. MOTHER'S MAIDEN NAME 
Jesse Rineman Unknown 
%, WAS DECEASED EVER IN U, §. ARMED ade? 16. SOCIAL SECURITY NO. |17, INFORMANT SCL YL IYO JT Ho dress Se 
| ives, no. oF unknown) at ive wee or dates of vervice 
No iy None George Koontz, Littlestomm, Pa. R.D.1 Carroll 


1B. CAUSE OF DEATH [Enter only one cause per line for (0). (b). ond (€)-] INTERVAL BETWEEN 


ONSETLAND DEATH 
arouses, Aeipo5ys Bs Na 


Conditions, if any, which 
gove rise to immediote 
cose (0), stoting the under- 
lying couse lost. 


Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO. THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a){ 19. verona 


Decubityva Uluovw om fe Houde wik, Ce(loliHe ves] NOR 


20a. ACCIDENT WAS_UNDERLYING C1 ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 18.) 
OR CONTRIBUTING CO) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


leath. 


Then pleose remove carbon popers. 


MEDICAL CERTIFICATION 


IRECTOR: After this certificate has been signed by the attending physician and completely 


Id be detached for use as the buriol-transit permit. 
the registror priar to buriol, cremation, or removal, ond in ony event within 72 hours, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the deoth certificote be executed within 24 hours after death. Page 4 


3 20c. TIME OF INJURY Month, Dey, Year |20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, | 20F. {City or town) (County) (Stote) 
6 Hour 0, m. While Not while foctory, street, office bldg., etc.) | 

a p.m. 19 lot work [J ot work [] 1 

$ 21. | certify that | ottended the deceosed from_<3_/. 19.49, to .,thot | lost saw the deceased 
e olive on. ee. A// 7, WHE, ond thot deoth occurred ot _& _M, from the couses ond on the date stated above. 
es 4 z Se ADDRESS (Sireet, city or town, stote} DATE SIGNED 
a ACTUAL § & if 7 ae : 

2 SIGNATUR mols S. Tefrev ha: ek Cais foun, Wid. £ {Se eae 
2 

@ PHYSICIAN'S 

20 es, an. ae, a ee ne eee eee ™ 

3S t. To. ROAE CHAIN, ‘Wc. NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City, town, or county) {Stote) 

aD pecil 

ree wane 11/10/56 St. Marys Cemetery Silver Run, Carrol fo 

= y 4 0 et ADDRESS Yo. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE ~) 

Bays WL af ft Littlestown, Pa par /Z Ze AV Y Gy (AZ 


Nai 


AON 


] MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
11208 EDICAL EXAMINER’S CERTIFICATE OF DEATH 


11200 


~<a 


g2 g 4 Reg. Dist. No. a] 
»D = 
$2 é 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If Institution: Residence before admission) 
82 5 8. ©. STATE b. COUNTY ee 
es MARYLAND MARVLALD ARR «LL 
es 2 b. CITY OR TOWN {If outside corporate limit, write RURAL ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outiide corporate limits, write RURAL ond give nearest town) 
se? = i ‘ond give necretl town) a 
Fe Py eA Lj BALE GE 
8 3S oe “f d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) d. STREET ADDRESS e peipealthe, Se 
aT] ° nat 
282 p 
= 3 ; Boab WA BROAD WA ves] NOK 
. o] 3. NAME OF ir i 
ce i Zz First Middle Day Yeor % 
ride (ype or print) > 6 ON 19 5 
oes 5. SEX ; BRACE |7- MARRIED [Z}-4vEVER MARRIED []| 8. DATE OF @IRTH 9. AGE (in yeors IF UNDER 24 HRS. 
“Ene Veal ction? Doys Min. 
Ske MM wiooweo[] —oivorcleo Oy) i yn. 
a 2 = 10a. USUAL SION pag kind iad done] 10b. KIND OF BUSINESS ith INDUSTRY } 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
oa } F ret ‘: Re /Q 
ers U RA ONSTRUAT LIA xf Z 
om 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
E UN KNOW UNKNOWN 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. [17. INFORMANT Address 
{Yes, 0, oF unknown} {NE yes, give wor or dates of service) . = _ , 
Q 
f | S$26- 07-6/42\BLPNCHE LAMA WWW BRU AD 


Hem 18. Give Pages 1, 2, 
ith form PM3. Page 5 moy be 
File 


3 18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), and (c).] rer srygen 
2 PART EAT MEDIATE CAUSE fo) Qcerusion O Min. 
3 “Uno. DUE TO 
£ Conditions. if any, which 1 


gove rite to immediate cove 
{0}, stoting the underlying( OVE TO 
couse last. te) 


te should be executed within 24 hours ofter death. 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 6UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTORSY 
yes) no 
20a. EXTERNAL CAUSE WAS ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port lar Part Il of item 1B.) 
PRIMARY [J or CONTRIBUTING 1) 
CAUSE OF DEATH. 


MEDICAL CERTIFICATION 


20c, TIME OF INJURY Month, Day, Yeor —[20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form T20t. (city oF town) (County) (sew) 
Hour g, m. While Not while factory, street, office bldg,, etc.) | 
p.m. wv ‘ot work [1] at work [7] H 


21. I certify that | taak charge of the remains described above, held an Autapsy [_], Inspectian 0. Inquiry [], and find that 
fram: Natural causes [34 Accident [], Suicide], Homicide [], Undetermined cause []. 


M.p, CHIEF MEDICAL EXAMINER [] DATE SIGNED 


< ASSISTANT MEDICAL EXAMINER [7] A/, 

ra DEPUTY MEDICAL EXAMINER BA 4 Sib 
5 

: a 

° 


Ro. ROR OVAL ein 7b, DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, tawn, or county) 
B peci : 


AINGRKO ea 4 p 


‘24a, REC'D BY REGISTRAR ‘2hb. REG RAR'S SIGNATURE 


05b HeeLes 


YS. AISME(5) 
5M 9/55 


§ ‘A fivauna 


261 8S AON 


‘Dares | id 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 11201 
11209 CERTIFICATE OF DEATH 


a td Reg. Dist, No. 

4 At 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmissiga) } 
go 8 a. STATI b. COUNTY v 
= 38 Carroll MARYLAND Maryland : Balto.City 

£3 8 B. CiTy OR TOWN LU eunide Sexporee limits, write ['c. LENGTH OF STAYIN Ib ||. CITY OR TOWN (If outtide corporate limits, write RURAL and give nearest town) 

3 ns ‘ond give nearest town - , 

3 Sz X{__ Sykesville 27 days 4605 Arabia Ave., Balto. 1h, Md. 3yo/s.y 
= 2 or a d. NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS @. 1S RESIDENCE 

& £5 OR INSTITUTION ON A FARM? 

z ; m 5 field State Hospital Baltimore, Maryland, ves (] No [Ff 

2 ‘ 3. NAME OF First Middle lost 4. DATE Month Do Yeor 

S = DECEASED OF Y 

& 23 {Type or print) Caroline Kerber LAUMANN cate ~=©= November 20 1956 

. 3 

ie s 5. SEX 6. COLOR OR RACE |7. mARRIEDIC] NEVER MARRIED 8. DATE OF 8IRTH 9. AGE (In yeors TF UNDER 24 HRS. 
fA ia) \ 

3 x : ta ptr) aa 

3 Female White widow] ovorcent | January 12, 1878 | "78°", Page | Fond E 
oe TOs. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF 8USINESS OR INDUSTRY | IT. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most af working life, even if retired) 


/ Tloor la Maryland 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
~ Kerber Unknown 


L? WAS ate ae was a U. 5S. ARMED. ror 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
fet, 0. gr unknown) UI yes, give wor oF dates of service) " 
No “S - Springfield Hospital records. 


18. CAUSE OF DEATH [Enter only ane cause per line far (0), (b), and (c).} 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o] 


HU DUE TO 


Conditians, if ony, which (b) 


gave rise to immediote 
cotse (0), stoting the under- ( DUE TO 


U.S-A. 


INTERVAL BETWEEN. 
ONSET AND DEATH 


Years 


Then please remave corbon pai 


lying couse lost. te) 
Past Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0] |19. wipe raurors 
C.B.S.associated with senile brain disease with psychotic reaction. ves] Note 


20a. ACCIDENT WAS UNDERLYING O) 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Part | or Part II af item 1B.) 
OR CONTRIBUTING D) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20, TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm, | 20f, (City or town) (County) (State) 
Hour a. m. While __ Not while foctory, street, affice bldg., etc.) | 
p.m. 19 Jot work [1] ot work [7] 1 


21. | certify that | attended the deceased fram. October 23 , 19 56, ta November 2019 56 that | lost saw the deceased 
iber_20 _, and that death occurred at. 


PAEDICAL CERTIFICATION, 


200A m, fram the causes and on the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


mo... Springfield Hospital 11/20/56 


RECTOR: After this certificate has been signed by the oftending physician ond 


ed by the hospitol ar attending physicion. 


Nameine, Walther H, Sonnenfeldt, M.D. 


® 


Sykesville, Maryland. 


the registror prior to burial, cremotion, or removol, ond in any event within 72 hours ofter death, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificote be exe: 
poge 3 should be detoched for use os the buriol-tronsit permit. 


3 Fd Zo. esc soar ‘2b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY. 22d. LOCATION (City, tawn, or county) (State) 
xe OAL Spec 
aA Let Be “ G LORED | TCE 00D LAUN o 
i 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS do. REC'D BY REGISTRAR | 24b. wees boys 
f 4 CO] 


C 


Yves Lk fetit: Utteade [forme Yb WL vate J /-2E 


= 


iihin 24 hours after death. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 1 22 


11210 CERTIFICATE OF DEATH a et 


1. PLACE OF DEATH 2. USUAL RESIDENCE (HOME) OF DECEASED 


county Carroll MARYLAND sare Maryland couny Carroll 


CITY — {If outside corporata fimits, write RURAL LENGTH OF STAY CITY {If outside corporete fimits, write RURAL end give neerest town) 
and give naarest town) fin this placa) OR 


OR 
TOWN Rural, Nr. Westmister Life TOWN Rural, Nr. Westminster 


HOSPITAL OR lyers District) STREET  ILVELS LS, Itrural give location) 


INSTITUTION OR 2 ADDRESS 
street ADDRESS Westminster, Md. R. D. 2 Westminster, Md. R. D. 2 


3. NAME OF (First) (Middla) (Last) 4. DATE (Month) (Dey) (Yaar) 
DECEASED 


OF 
yee creat) Maurice Clayton Leister BeatH 13/17/56 » 


5. SEX 6. COLOR OR 7, SINGLE, MARRIED, 8. DATE OF BIRTH 9. AGE last birthday fF UNDER 1 YEAR IF UNDER 24 HRS. 
WIDOWED, DIVORCED, Months | Days Hours Min. 


: RACE } 
Male White (rin Married | 2/28/1883 2B vet 


10a, USUAL OCCUPATION (Giva kind of work 10b. KIND OF BUSINESS | Vi, BIRTHPLACE (Stete or foreign country) 12, CITIZEN OF WHAT 


a 


ith the registrar within 72 hours after death. After this 


in by the funeral director, the third copy of this 


dona during most of working life, evan if OR #NDUSTRY COUNTRY? 


mired) Cabinet Maker Cabinet Shop Carroll Co., Md. U.S.A. 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Aaron Leister Sofia Louey t 


e oer 151 9 uy peer sone, 16. SOCIAL SECURITY NO. 17, INFORMANT & MOR Ana. LLa =m x 677 a 
es 7 |aepou"= 67 | 219-01-8001 \irs, Lila M. Leister, Westminster,Md.R-2 


18, MEDICAL CERTIFICATION INTERVAL BETWEEN 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ONSET AND DEATH 


LL Qed, | WHeeoiaTE cause 7.) C oro wary eLusiaw |_ LO Wwe 


ANTECEDENT CAUSE(S) DUE TO —* Gog 
DISEASES OR CONDITIONS, IF ANY, (8) _ Ateric Ce ee ee eee eS a. Seese | Q yYten ah 
GIVING RISE TO THE ABOVE CAUSE 
STATING UNDERLYING CAUSE LAST, DUE TO 
a ae A 
41 OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO THE 
DISEASE OR CONDITION CAUSING DEATH.. 


1W9e. DATE OF OPERATION | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY? 


INSTRUCTIONS 


yes [] No 
2le, ACCIDENT WAS UNDERLYING [) 2b. PLACE (Home, farm, factory, | 2ic, WHERE DID INJURY OCCUR? [City or town) (County) [Stete) 


OR CONTRIBUTING [J CAUSE OF DEATH ‘OF FNJURY tre: @ bidg., etc.) 
[IF EITHER, NOTIFY MEDICAL EXAMINER) 


21d. TIME OF INJURY (Month) (Day) {Yaar} (Hour) | 218. INJURY OCCURRED | 
Whila Not while 
M. |_ at work oO at work me 
the deceased from..4.:7.3.. 3 1 19s. f... that | last saw the deceased 
.«, and that death occurred a! M, from the causes and on the date stated above. 


ADDRESS (Straet, city, town, staja) DATE SIGNED 
ee Lrwhicarn. Pek i aA 
a ¥ M.D. EL fae 2 
DATE THEREOF NAME OF CEMETERY OR CREMATORY LOCATION (City, town, or county) (State) 


11/2 St. Marys Cemetery Silver Run, Carroll Co., lid, 
3 


REGISTRAR’: IGNATURE RAL DIRECTOR'S SIGNATURE > ADDRESS 


tlestown, Pas 


21. HOW DID INJURY OCCUR? 


5 
& 
6 
oe 

2 
2 
$s 
5 
4 
3 
3 
£ 
z 
: 
=| 
g 
2 
2 
cI 
2 
4 
a 
un 
9° 
= 
4 
°o 
: 
u 
> 
= 
a 
1) 
4 


certificate has been executed by the attending physician and completely 
death certificate assembly should be detached for use as a burial transit per 


The bottom copy may be retained by the hospital or attending physician, 


TO FUNERAL DIRECTOR: The law requires that the death certificate be filed 


TO A 


© HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Page 4 


1 ’ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 1 2 (} 3 
11211 CERTIFICATE OF DEATH es qe 


£ 
o i ee DEATH re USUAL RESIDENCE {Where deceased lived. If institutian: Residence before admission) 
a) o a. b. COUNTY 
A Carroll nee farviand Batatek 
Bu b. CITY OR TOWN (If outside corporate fi ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If outside corporote limits, write RURAL and give nearest town) 
3s , RURAL and give nearest town) ; 
$2 ye Rural — Sykesville since 7-27- Ba more C : 
22 d. NAME OF HOSPITAL {IF not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
= <i] OR INSTITUTION ON A FARM? 
# Spring fi 6 Rochegte Place ves] NO} 
3. NAME OF Fi idl 4. DATE 
\ NAME OF inst Middle tot oA Month Doy Yeor 
% {Type or print George Andrew Martin DEATH November 11 1956 
8 5. SEX 6 COLOR OR RACE ] 7. MARRIED BR] NEVER MARRIED (-] | 8. DATE OF BIRTH 9. AGE {In ee IF UNDER 1 YEAR] IF UNDER 24 HRS. 
low birthday’ rr 
male white winowed []__olvorceo (] ~ 10 - 1878 : 
¥S 1W0o. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY ]1). BIRTHPLACE (Stole ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
$ : during mast af working life, even if retired) 
3 / _Tile Setter Maryland U.S.A. 
3 —~___ 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Benjamin Martin Mahn -Mery- A. Bertha 
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. WAS DECEASED EVER IN U, $. ARMED FORCES? 


'es, no, OF unknown) (IF yes. give wor or dates of service} 


18. 
™ 


17, INFORMANT Address Syk@sville, Md. 
O—18-~66 Records of Springfield State Hospital 


INTERVAL BETWEEN 
ONSET AND DEATH 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a! 


Z23alx DUE TO 


Then please remove carban papers. 


Conditions, if any, which 
Qave rise to immediote 
cote (0), stoting the under. ( OVE TO 


PHYSICIAN'S 
NAME (Type! 2 


as 


the registrer priar ta burial, crematian, or remaval, and in any event within 72 potrs aft 


otha Sykesy Poco a ee 


& 
$75 lying couse lost, ‘e 
a 5 z Past Wl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)]19. WAS AUTOPSY 
Raf g ¥ [~~ PERFORMED? 
= . 2 2 
455 $|Chronic Brain Syndrome associated with cerebral arterioaclerosis ves] NOX] 
Pos = | 200. ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Part 1 of Port WW af item 18.) 
$20 & | Or CONTRIBUTING LI CAUSE OF DEATH 
eee & | (IF EITHER, NOTIFY MEDICAL EXAMINER) hed 
358 & [2c TIME OF INJURY Month, Day, Year [20a, INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, 120F, (City or town) {County} {Stote) 
Se 3 Hour 9. m. While Not while Foctoty, street, office bldg., etc.) | 
33 2 pom, oem 19 at warkefSporwork ] ae H 
ce: 
eS 21, | certify that | attended the deceased fram S@Db. » 1922_-, to. athat | last saw the deceased 
3 
‘ 3 3 olive onovembe 11, 1256, ond that death occurred at 224 5PM, from the causes and an the date stated abave. 
+05 \ - ADORESS (Street, city ar town, state) DATE SIGNED 
wel 
328 Sen wo._Springfield State Hospital __ 11-11-56. 
a: 
= 
° 
oe 
oa 
io] 
a 


a OSs ee, 

3 z Ro. CENON, ay ‘2b, DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY ‘22d. LOCATION (City, town, of county) {(Stote) 

Ef ; 

z= Buriat 1121/14/56 [Loudon Park Cemeter Baltimore, Maryland 

od 23. FUNERAL DIRECTOR'S SIGNATURE B ADDRESS 24a, REC'D-BY REGIS’ IATURE 
=: Street a | At ( Z 
wee Lacy 
Z 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 


” 


ined by the hospital or attending physician. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMMORE, 18 
11212 CERTIFICATE OF DEATH 


Reg. Dist, No. 


2. USUAL RESIDENCE (Where deceosed lived. If institution: Spxidence before admission 
Op MARYLAND WW f >. COUNTY 


& 


1. PLACE OF DEATH 
. COUN’ Se A 


Be ¢, LENGTH OF STAY IN 1b ¢. CITY OR TOWN ff outside corporote limits, write RURAL and give nearest town) 

34 RUB a 7 
2 ee 7 A , Oke, é x 
22 a qc NAME OF HOSPITAL if not in hospital, gi d. STREET ADDRESS. @. 1S RESIDENCE = / 
=e ‘ QICNSTITUTION , ON A FARM? 
Ea g yes 1] NO 


Month 


‘pees, // oe 

Ouesronr ~ Wa iE, Ek a a —MA aaa Stari m Gey IF wN6G 
ss Or 6. COLOR QR RACE |7. maRRIED [] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 

} | _ lost birthdoy) 7p 
wipoweo [JJ oIvorceo [} OC / s- = Glo Zo yes. 

10a. ee OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR, INDUSTRY PLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

during most of, working life, eyen if retired) P j 1 A 

p 
hb A EA & 


Ge 14. MOTHER'S MA AIDEN NAME 


BOP NENT eA 


1S. WAS. Gene INU. S. nab ny, Lf SOCIAL SECURITY NO. |17, as F Address 
(Tet, 10, OF unknown) 27 7 ot dates of Firs - 
é ff bt the 7 


18. CAUSE OF DEATH ces Z ‘one cause per line for (a), (b), ond = eeava BETWEEN 


PART I. OEATH WAS CAUSED BY: AND DEATH 
IMMEDIATE CAUSE ie 


ers. Pages 1 


Then please remave carbo; 


154 K QUE TO n / 
Conditions, if any, which (6) We af ere, 
Gave rise to immediate 
tating the ynder. ( OVE TO 
(¢). 
Pa I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I(o}]19. WAS AUTOFSY 
) yes( not} 


20a. ACCIDENT aaa eae en o 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port 1 or Part Il of item 18.) 


MEDICAL CERTIFICATION: 


IRECTOR: After this certificate has been signed by the attending physician and completely filled 


‘OR CONTRIBUTING CJ CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED =| 20e. PLACE OF INJURY (Home, farm,  20F. (City or town) (County) {Stote} 
Hour a. n. While Not while foctory, street, office bidg., suf 
p.m. lot work [[} of work 

21. | certify that | attended the deceased erase ie WSL to. Ly" 2, 194 that | lost saw the deceased 

alive on_ iV 2", 19S _da_, and that death occurred ate 05 Gm, from the causes and on the date stated above. 
ADORESS (Street, city or town, stote) DATE SIGNED 

ACTUAL is? 

{ SIGNATURI AS Ze Me BS ~ 


nie C,Porterfield al Hempstood, Mie - 11/3/56 


ity, town, oF Pry 


Wel 
- REED I6 REGISTRAR = tg $ SIGN, 
Uff Yol-5 Yo Left Momus 


page 3 sHould be detached for use as the burial-transit permit. 


Ha gees Aan DEPARTMENT OF HEALTH—BALTIMORE, 18 1 1205 
em 
"CERTIFICATE OF DEATH Voy 


Reg. Dist. No. 
1, PLACE OF DEATH - = 2. USUAL ee (Where deceased lived. If institution: Residence before admission) 


° Carroll marviann || > heeiand b. COUNTY “ d 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) 


Sykesville lyr.lmo.23dayip Baltimore 2 Ve 
d. NAME OF ie (If not in hospital, give street oddress) | d. STREET ADDRESS e. {5 RESIDENCE 


SpHingAield State Hospital 616 Melville Ave.,Baltc.18,Md. we) som 


3. NAME OF First Middle Lost 4. DATE Month Do: Yeor 


eons Charles William —NeClinchey | Sm November 15 15 56 


5. SEX 6. COLOR OR RACE |7. MARRIED PY NEVER MARRIED [7] | 8. DATE OF BIRTH 5. AGE in yeor: [FUNDER VERA IF UNDER Ze HE, 
Male Jost birthday) | Month; fake 
White wivoweo] —owvorcenQ) |Nove 16, 1900 He ca bes ova | “Mer 


100. USUAL OCCUPATION (Give kind of work done) 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during ost working life, even if retired) 
ectrician Connecticut U.S.Ae 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


John J. McClinchey Annie Finley 


15. WAS DECEASED EVER IN U. S$. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes, no, or unknown} Ut yes, give wor or dates of servicet 
° Springfield State Hospital records 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (ch) INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0 Bronchopneumonia sy 
a » 


Conditions, if ony, which Cirrhosis of liver 
gove rise to immediote 

cotse (0), stoting the under- 

lying couse lost. 


Pat Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i: WAS AUTOPSY 


Chronie rain Syndrome associated with alcohol intoxication without SR NOD 
2o. Tecan WAS_UNDERLYING o 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 18.) 
OR CONTRIBUTING () CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County) (State) 
Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
pom, fot work [J of work [} i 


21. | certify that | attended the deceased fram._.Sep* 22, 122__, taNovember 15 19.56 that | lost saw the deceased 
alive antlovember 1 Sl key and that de 9) h accurred ot_-82,0PM, fram the causes and an the date stated abave. 


ba Wy) G ADDRESS (Street, city or town, ive DATE SIGNED 
aca / // Uy 
SIGNATURE BLL: SUI caine 


PHYSICIAN'S 
| _ [NAME (Type]_/ 


[220. BURIAL, CREMA cial 226, DATE THEREOF ‘Zee. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, oF yy {(Stote) 
J 1956_ ReweCathedral Cem. Baltimore 
R ADDRESS: 2do. REC'D BY REGISTRAR ‘2éb. REGIST) = a 
rty Heights Ave {pare ¢) {Obf ( MtAn 1A14.d thr A a 


onal 


y the funerol directar, 


2 should be fil 


e 


popers. Pag 


~aftet deoth. 


ave corban 


hod 


Then please ri 


RECTOR: After this certificate has been signed by the ottending physician ond completely 
MEDICAL CERTIFICATION 


ined by the hospital or oftending physicion. 
jd be detoched for use as the burial-tronsit permit. 


. 


the registror prior to buriol, cremotion, or removal, ond in any event within 7: 


poge 3 
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TO FUNE! 


Sa 


3A NvTUne 


61 AON a 


Dares 


ord 


y the funeral director, 
2 sheveimc? with 


Then please remove corbon popers. Poges 


ate hos been signed by the ottending physicion ond completely 


page 3 sfiould be detoched for use os the buriol-tronsit permit. 


urs ofter death. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 21) 6 
4 CERTIFICATE OF DEATH il 


Reg. Dist. No. 


1. PLACE OF DEATH 7 dae RESIDENCE (Where deceased lived. If institutian: Residence belare admission} 


9. COUNTY b. COUNTY 
Carrol eee aryland om 


b. CITY OR TOWN {If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib e aH OR TOWN (If outside corporate limits, write RURAL ond give — town) 
RURAL and give nearest town) fe é 
Rural - Sykesville since Baltimore City IVa! 


d. ie el a (If nat in haspital, give street address) d. STREET ADDRESS cs pede 3 
Sp eld State Hospital 1200 Valley Street ves O) NODE 


First Middle 4, DATE Manth Year 


a or prin!) leonard Jerome Set hine MILLER DEATH November sth” 1956 


5. SEX 6. COLOR OR RACE | 7. MARRIED [7} NEVER MARRIED fq] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAI 
last birthdoy) [Manths] Days 
male white _|wioweo[] _bwvorcen o 11-7-75 $1 | 


10a. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
doting most of working ven if retired) 


Farmer Farming Baltimore, Md. United States 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Albert Miller Elizabeth — 


‘ WAS Peers eit U.S. leprae forces 16. SOCIAL SECURITY NO. | 17. INFORMANT Address ry esv 
Bl cies Sete cago 
no “- unknown Records of Springfield State Hospital 


1B. CAUSE OF DEATH [Enter anly one couse per line far (a), (b), and (c).) INTERVAL BETWEEN 
PART {. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (0 


49/1 X ay 
Conditions, if ony, which Gangrene of right lower leg 


gave cise to immediote 
cotse (a), stating the under. ( OVETO 
lying couse last. —— 


Past Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 3(0}}19.. pee ncd 
Psychosis with senile brain disease vesQ] Noe 


. ACCIDENT WAS UNDERLYING (]__ | 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port I or Part If of item 18.) 
‘OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIEY MEDICAL EXAMINER) | 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY tHame, fa a (County) (State) 
Hour a. m. While Not whit factory, street, cffice bidg., e! 
pie 19 Jat work ([] of wdrk — 


MEDICAL CERTIFICATION 


21.1 certify that | attended the deceased from. May 5 _, 195__, ta Nove 15_ 5 19. 56thar | last saw the deceased 
alive an__November 15th _, 2-56... and that death accurred at. 5300PM, fram the causes and an the date stated abave. 


¢ ADDRESS (Street, city or town, stote) DATE SIGNED 
a pS Springfield State Hospital ___ 11/16/56 
PHYSICIAN'S 
ith Ee ae ee) 
Zo. BURIAL, CREMATION. Ze. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY 2d. es (City, town, oF aT Gtote) 
REMOVAL (Specify) nN) 9 ) h ms 
ON No QA 2 LATECLA YYLOUTA. 
4 D F 2Aa. REC'D BY recsTEa | 


§°A Nvaund 


Tyarcodd 


- MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 
112 1 is CERTIFICATE OF DEATH 1 


Reg. Dist. No. 
1. PLAGE OF DEATH 
Carroll MARYLAND 


2. USUAL RESIDENCE (Where deceased lived. 1f institution: Residence before admission) 
b. eos a (le pide re limits, write | c. LENGTH OF STAY IN Jb c. CITY OR TOWN {IF outside carporote timits, write RURAL ond give neorest town) 
AL sykesval 10 days, 1imog, Baltimore, 31, syvo/ 


ds 


@ STATE Maryland S:couNTY "«/‘Baditorcinye- 


y the funeral directar, 
2 shauld be filed with 


=" d. Sonne OF saint {If not in hospital, give street oddress) d. STREET ADDRESS e. Sn eee 
a Springtield State Hospital 2003 Gough Street VSC] NOS 
3. NAME OF First Middle lost 4. DATE Month Doy Yeor 
OECEASED OF 
3 (ype oF print George Ernest MITCHELL OEATH = ene 19, 1956 
Ss S. SEX 6. COLOR OR RACE | 7. marRieD (] NEVER MARRIED im} B. OATE OF BIRTH {In years IF UNDER 1 YEAR] IF UNDER 24 HRS. 
a x gn ) 
Male White wiooweo fj owvorceoQ) | January 7, 1888 a (ES ES 


10a. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINE! 


‘OR INOUSTRY |11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
gums most af working life, even if retired) 


!| Carpenter Maryland U.S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Edward E, Mitchell Louise E, - ? 


Ls WAS. ake Bh) O48. Eee be vae 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
fas, 10. oF unknown) If yen, give wor or dates of service) . 
No | = Gio Springfield Hospital records. 


18, CAUSE OF DEATH [Enter only one cause per line for (0), (b). ond (C).] INTERVAL BETWEEN 


Then pleose remave carban papers. 


the registror prior to burial, cremation, or removol, and in ony.event within 72 hours after death. 


PART EAT eS At eme i__Myocardial infarction 
YU20.0 DUE TO 
Canditions, if ony, which m__Arteriosclerotic heart disease 


gove rise 10 immediote 
cotse (0), stating the under. 
tying couse fost. 


DUE TO. 


ate has been signed by the attending physician and completely fill 


€ 

& 
Bice 
See > 
Bes Pagr tl. poe SIGNIFICANT CO} ONTRIGUITING TO DEA NOY RELATE® TO THE TERMINAL DISEASE CORIDITION GIVENY IN PART I()]19. WAS AUTORSY 
Bas 21¢ goc tobed airy GaN TRS Bance,witn cerebral arterio- PERFORMED? 
ae) s Galeras ic reaction. ves] NOX] 
Ea = 20a. ACCIDENT — UNDERLYING C]__]20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Fart 1 or Port of item YB.) 
gee & | OR CONTRIBUTING C) CAUSE OF 
egg & | tir citer, NOTIFY MEDICAL EXAMINER) 
sts & [20c. TIME OF INJURY Manth, Dey, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20f. (City or town) (County) (Stote) 
5g ray Hour a. m. While. Not while foctory, street, office bldg., etc. " 
= 3 = g p.m. 19 lot work [at work 
5.8 a a N 
$s 2 hag ovember 17 1920. that | last saw the deceased 

a 

eg 3 ~M, from the causes and on the date stated abave. 
= 8 3 ADDRESS (Sirect, city or town, state) DATE SIGNED 
a) ACTUAL 
ses 1 | [SUAS = Springfield State Hospital iy 19/56 
Enz 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours ofter death’ Page 4 


Ss NAME (tyes) Walther H. Sonnenfe ___ Sykesville, Maryland. 
Bg> Ro. eS Racer ra v7, OATE THEREOF Rec. Ni, OF gay on Lor [ON ci rh “ 
s58 MOVAL 5 re — Zp io cy" 
B68 LP, 
2 4 da, REC'D "t/ REG mii si Wade RS Gey Fel. 
1 z Pe easons 
Hee we ! \ Feet Brecgee Vey DATE i  - /- = ca 


= 


y the funerol director, 
2 should be filed with 


* 


ely fille; 
Poges 


Tamond complete 
e corbon popers. 
ter deoth. 


vi 
oul 


Then pleose re 


DIRECTOR: After this certificote has been signed by the ottending ph 
the registrar prior to burial, cremation, or removal, ond in ony event within 72 


ined by the hospitol or ottending physician. 
ould be detoched for use os the burial-tronsit permit. 


ud 


may be, 
poge 3 


=< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the deoth certificate be executed within 24 hours after death. Poge 4 
TO FUN! 


1 bers 
si Can MARYLAND 


3. 


v2 
. NAME OF Figstj ee Middle Lost 4, DATE Month Day Yeor 
com ANWUE ow’ MoStp fH. ii eee? 


Boe han 6 COLOR OR RACE |7. mARRIED[-] NEVER MARRIED [-] |8. DATE OF BIRTH 9. AGE In yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS, 
= O 6 lopsp'esoy) Doys Mint 
WIDOWED FFI Divorced () 4 . (0 + { s o" yes. 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
t's g most of working life, even. if retired) U ¢ f\ 
‘ ‘ * 
13. FATHER'S NAME 3 14. MOTHER'S MAIDEN NAME WwW 
EZRA B. MOSER ROSANA ALLI eK 
Hii 
4 


15. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. 
(Yes, 10. oF unknown) TH ys, give wor or dotes of service) iN 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
N's CERTIFICATE OF DEATH 


11208 


a, 


Reg. Dist. No. 


2. oe RNG (Where degeased a: If institution, Residence before edmission) 5 \/ 
0. STA’ . COUNTY @ r ny 


b. city OR TOWN (IF outside corporote limits, write} c. LENGTH OF STAY IN Ib | c CITY OR TOWN (if ovffide corporote limits, write RURAL ond give nearest town) 


AMADA AAR $ ce 7. 14.iqp 


OF HOSPITAL (Ihnot in ho 
c 


d. STREET ADDRESS e. IS RESIDENCE 


ON A FARM? 


yes Nog] 


a 
pawn fA 


RVAL BEPWEEN 
EL ANG DEATH 


18. CAUSE OF DEATH [Enter only one couse 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o} 


XY ; DUE TO 


Conditions, if ony, which fb 
gove rise to immediote 


cotse (o}, stoting the under- DUE To 

lying couse lost. (e 

_. Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)| 19. wa is AUTOPSY 
c age ¥ u 


MM f wm wf fanaun'd Tus v5 0} NOW 


20a. ACCIDENT WAS UNDERLYING C]__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Porf/l dr Port Il of item 1B) 
‘OR CONTRIBUTING L) CAUSE OF DEATH g 
(F EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, | 20f, (City or town) (County) (Stote) 
Hour 0. m. While Not while fescion falreaton aavras reste 
p.m, 19 fot work (] ot work (J ' 


21. | certify that | attended the deceased from 12... OE =, 9.56 to... ’ 19.5 Gthat | last saw the deceased 
alive an___. ml se NSA = 2456, and pfat death occurred of 2. ; trom the causes and on the date stated above. 
n 


oe ADs. pad Ch. Mssp, Me ttage 
parsician's |/ /\ | D | f\ { an LAY \ d E 


NAME (Type! ee A A Ak DEE Bn A) ES 
Ud. LOCATIGH (City. town, or county) (State) 


Doin’ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH no. He OY 


om 


et be 
3 . 1 pos ath DEATH 2 Sper RESIDENCE (Where deceased lived, If institution: Residence before admissién) J 
4 ‘od °. b. COUNT 
52 Carroll MARYLAND “hlaryland Frederick 
3 8 ¥ \\ |». CITY OR TOWN (if outtide carporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If autside corporate limits, write RURAL and give neorest town) 
a | } RURAL and give nearest fawn) 
2ee\ '¥ lsince 8/26/52 || Frederick 10 ls 
2 2 — d. NAME. OF "HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS e IS RESIDENCE 
ar - OR INSTITUTION ON A FARM? 
a g 4 232 hureh Street ves O_o 00 
* 3 ae oe First Middle tost 4. ee # Year 
2 (Type or prin) gle’. Wolfe Dears 17 1956 
os 5. SEX 6 = ‘OR = 7. MARRIED [-] NEVER MARRIED [-] | 8. me ult BIRTH 9. AGE —- yeon [IE =] oo TYEAR| IF UNDER 24 HES. 
=e aan fa! Min. 
wivowed fx] pivorcep [] 1889, August 15 yee 
5 Wo. USUAL OCCUPATION (Give eS ‘af work dane] 0b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {stot ar fareign country) eo! | =| WHAT COUNTRY? 
x during most af warking life, even if retired) 
/ mms Clerk Department Store Maryland U.S.A. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Wolfe Annie Smith 
: sp. aa 
{fan no, of unknown) Itt yes, give wor or dates of service) 
kn nin Hosp x orda & Son Ralph Null ,Monongahela,Pa. 


in CAUSE OF DEATH [Enter only one couse per tine for (a), {b). and (c). ] INTERVAL BETWEEN 


Then please remave carbon papers. Pages 


the registrar prior ta burial, cremation, ar remaval, and in any event within 72 hours after death> 


INSET AND DEATH 
. DEATH S 
IN OTE HET, | Sevtloentia ours 
a i DUE TO 
Canditions, if any, which rs enous decubitus ulcers 


gave rise ta immediote 
cause (a), stating the under- DUE TO 


lying cause lost. «© 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)]19. pia cod 
x bron brain syndrome a with cerebral arterioscler.with psych.react wsX) so 


te has been signed by the attending physician and cam 


200. ACCIDENT WAS_UNDERLYING C) 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Port | or Port I of item 1B.) 
OR CONTRIBUTING L] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED ‘202. PLACE OF INJURY (Home, farm, 1 20F, (City of town) (County) {Stote) 
Hauer a. pi. While. Nat while factary, street, affice bldg., “atl 
p.m. 19 fat wark ([] at work] 


21. I certify thot I ottended the deceased from___..0=20—_____, 19.54., to___1 28 that | lost saw the deceosed 
alive on___l=]7—~ .,-- and thot death occurred at032 


ee ' 


PHYSICIAN'S 


MEDICAL CERTIFICATION, 


..£_M, from the couses ond on the dote stated above. 
ADDRESS (Street, city or tawn, state) DATE SIGNED 


ined by the haspital or attending physician. 


DIRECTOR: After this certifi 
poge 3 sfauld be detached far use as the burial-transit permit. 


Lad NAME (Type) j_ ja (tye) __Eawund—lnet hens... _-oykesville...Md______-...-_.. = 
33 [ 220. BURIAL CREMATION, | eens eo To. DATE THEREOF] tzc. NAME OF CEMETERY OF CREMAT THEREOF ‘Zc. NAME OF CEMETERY OR CaEMTORT Tata. Soc (City, town, oF county) {State} 
re Frederick, Maryland 
- 2B. se DIRECTOR'S SIGNATURE ADDRESS ‘2da. REC'D BY 9 74 nbfe R'S SIGNATURE 
Ysa5i0 oo | M. R. Etchison & Son, Frederick, Maryland MAG CCA 


at 


y the Funerol director. 
2 should be filed with 


Pages | 


— death. 


. Then please remave carbon papers. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death: Page 4 
the registrar prior ta burial, cremation, ar removal, and in any event within 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
218 CERTIFICATE OF DEATH 
1 ei Of DEATH 


COUNTY CAR Rete Mae 


11210 


Reg. Dist. No. d 


4 estate Wee abit deceased es ed ae Retidence before admission) 
: Yererinmene. 
b. ci On Town i area Srapeee limits, write | ¢. LENGTH OF STAY IN Ib I ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest ge.) 
ECYILLE SiMCE 9-6 BALTIMORE y J 
ENANE OF RoBTAL (If not in hospitol, give street oddress) d. STREET ADDRESS e I eerie i 
piesm ¢ PRIELD STATE HEL psa 33/6 LAKE AVE. Astro ves Nopy 
is NAME OF OF First Middle Lost 4, DATE Month Da} Yeor 
Re Aa OLTEAW SEaru “ Se ae 
5. SEX 6, COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 3 YEAR] IF UNDER 24 HRS. 
Ps lost birthday) Min. 
WIDOWED Mm divorced | LIVEN EG Www S SO yrs. pensge ee 
100. TaN AION neh | 1b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT al 
RED RED LNK NON ROMANIA UNEVOWN 
13. FATHER’S De 14, MOTHER'S MAIDEN NAME 
UNKNOWN UNKOWN 


Hee WAS orale IN U.S. AB iEO ORE 16. SOCIAL SECURITY NO. } 17. INFORMANT Address 
aoe Se 
= sh UMNO WA SSH. Soman SERVE. 


18. ne OF DEATH [Enter only one cause per line for (a), (b). and (€)-] 


PART |. DEATH WAS CAUSED BY: & DU BR AL HEMORRHAGE DLE To AY PEPI2#, 


IMMEDIATE CAUSE (0) 
QUE TO 


Conditions, if ony, which 
gove rise to immediote 


fag ok aaing te ane: (OVW CEMERMLIZED ARTE R/OSCLEROSIS. 


INTERVAL BETWEEN: 
ONSET AND DEATH 


tiv In. Heer 


Lf x 


DERTEMIIVE CARDIDYAIEULAR DISENSE, 


‘3 Past (i, OTHER SIGNIFICANT a CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)[19. WAS AUTOPSY 
5| CvRo Mie BRAIN SPVDROME RAL OLN ATED Wit CEREBRAL ARTER4 0 L£, ich 4G oR 
= 200, ACCIDENT WAS UNDERLYING [)___ 1206. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port It of item 18.) 
Pa 
© {(IF EITHER, NOTIFY MEDICAL EXAMINER) 
2 
& 2c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, Sy, 120F, (City oF town) (County) (State) 
8 Hour 0. While Not while foctory, street, office bldg., ete. 
= p.m. W fot work [J ot work [J i by 
21. | certify that Latiended the es peo eee 23) to 4 <n 19.2. that | last sow the deceased 
alive an___. 4 =S 1 2.., and that death accurred Ot? fram the causes and an the date stated above. 


poker Pret eta LOPE Ned dy Cee DATE SIGNED. 


[8% eet W DATE Cn ME OF CEMETERY OR CREMATORY 22d. LOCATION (Citx town, or gounty) (State) 
“Ueiiawe” a 
ioe ‘ADDRESS aye: 246 Rego by Reb isTRAR ll aa A 
fos a 


MARYLAND STATE DEPARTMENT OF HEALTH--BALTIMORE, 18 11 211 


= 


:] 

or 1121 MEDICAL EXAMINER'S CERTIFICATE OF DEATH ig. /4/ 
i 3 5 re OATH 2. wea ween (Where deceased Lie on a Residence before admisslon) 
aed Carroll MARYLAND Maryland bl 
es 2 b. cay ay eM (Hf outside corporate limits, write RURAL ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest i 
g* 2 Sykesville Gyr, Vimo, 29¢ Baltimore Cit; SVOs- 
& 5 2 d. NAME OF HOSPITAL OR INSTITUTION (If nat in hospital, give streal oddrest) d, STREET ADDRESS oF BT a 
28 oe Springfield State Hospital 1622 North Calvert Street _|vsD) nob 
3 RW 3. en ao First Middle Lost 4. nare Month Day a 
> 3 2 (Type or print) Joseph Adams PINKLER DEATH November 7 18 
= + s ° 5. SEX 6. COLOR OR RACE |7- MARRIED o NEVER MARRIED 8. DATE OF BIRTH 2 pee tae SE UNDER 1YEAR| $F SNR TA ais. 
a a ae a 5 [mom | 

‘8 a $3 bee sal ot pay heats done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign ‘eouniry) 112. CITIZEN OF WHAT COUNTRY? 
sez /| Painter Maryland UBA 
x] io > = 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
ate J _ Joseph P. Pinkler Carrie Beck 
~* S & ss. WAS. DECEASED EVER IN U. ee are ABE td 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Peas oe eae Springfield Hospital records 
= cc) ca 4 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond ().] INTERVAL BETWEEN 
3 2 4 PART |. DEATH MEbiatieaue ) SUbdural hemorrha right side 
8523 vou) DUE TO 
Bese Conditions, if ony, which w_Fracture of skull, left side 
apre (ating the vung OUETO 
5 je 3 3 3 =— MN. OTHER SIGNIFICANT ae CONTRIBUTING TO DEATH wil NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0}|19. WAS Pee 
2 £6 z 4 KE Chronic bra in syndrome associated with convulsive disorder with peychotide® oC] 
= es s : We, EXTERNAL EON WAS - 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port Il of item 18.) 
2lte & | CAUSE OF DEATH. Patient was found on floor unconscious 
eee 3 S |20c. TIME OF INJURY Month, Day, Year 20d, INJURY OCCURRED -]20e. uss OF INIURY (F ices tom | 1 20F. (City or town) (County) {State} 
f23- 868] “See ne » din cy Steg Hospitel | Sykesville Carroll __Ma. 
= o8e 21, I certify that | taok charge of the remains = above, held an Autapsy {3} Inspection (J, Inquiry [[], and find that 
eg deat Chaat from: Natural causes [], Accident [1], $uicide [], Homicide [], Undetermined cause []. 
= sUE 
8 3 3 z eth d aie p & oo, CHIEF MEDICAL EXAMINER [] pad aiid 
2E2c. i 2 ASSISTANT MEDICAL EXAMINER [[] 11/8/56 
se 3 ed James T. Marsh, M.D. DEPUTY MEDICAL EXAMINER [J 
a 3 5 2 « Ro. Ren SUA Creme 22. DATE THEREOF 22e. NAME OF CEMETERY OR CREMATORY ‘72d. LOCATION (City, town, or county) (Stote) 
e. BF Burial 11,1 56 oudon Park Ba m d 

23, FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 24a, REC'D BY REGISTRAR a REGISTRAR'S SIGNATURE 

om ) | William Cook Ine 1217 St, Paul Street Balto2 Mdomn/K 1- Sp \CO KL yee! 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1121 9 
14220 CERTIFICATE OF DEATH ice 7 g 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
. COUNTY . STATE 


marniano || * “"" Maryland S-COUNY Balto. Cit: 


arro 
b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
RURAL ond give nearest town) 


Sykesville yr.imo. 317 dais Baltimore VO lag 


« 
d. NAME OF HOSPITAL {If nat in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
pe OR INSTITUTION. = ON A FARM? 
/ Springfield State Hospital 18 S. Hanover Street yes (] No 


3 nats First Middle Lost 4. DATE Month Day Year 


(Type or print Charles Sammel _ PLETZER bats November 2 1956 


5. SEX 6. COLOR OR RACE [7. MARRIED [] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE iigaees IF UNDER 24 HRS. 
irthdoy! Months Mio. 
Male White —|woowe ps _ovorceio | January 10, 1905 | Say. { Mom] Om | Rove a 


10a. USUAL OCCUPATION (Give kind of work dane] 10. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Siote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Sirs most af warking life, even if retired) 


aker Maryland U.S.A. 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Charles Pletzer Annie Stevenson 


1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Ye, 2 unknown) {If yes, give wor or dates of rervica} . 
/ es 92-19 - Sprincfield State Hospital records. 


18, CAUSE OF DEATH [Enter anly one cause per line far (a), (b), ond (c).] INTERVAL BETWEEN 


PART |. DEATH Sat cause f_Pulmonary tuberculosis,far advanced, active six years 
} DUE TO 


y the funeral digeelar 
fi 2 should be fitell wit 


Poges 


fier deoth. 


Then please remave carbon papers. 


Conditions, if ony, which 
gave rise to immediate 
couse (0) ting the under- 
lying couse lost. 


Past Hi, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0}| 19. ee AUTOPSY 


Schizophrenia, paranoid type PERFORMED? 


yes] no 
20a. ACCIDENT WAS UNDERLYING D 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part I! of item 18.) 
OR CONTRIBUTING CJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Manth, Day, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, ; 20f. (City or town) (County) (Stote} 
Hour of. While Not while foctory, street, office bldg., etc.) 4 
pom. 19 fot wark [J ot work 


21. | certify that I attended the deceased from_September 15y 195%! 2_., 19.26 that | lost saw the deceased 
alive on. November] 1256 ____, and that death accurred at? AM, fram the causes and an the date stated abave. 


Phe Le ADDRESS (Street, city ar town, stote) DATE SIGNED 
SEAL : ih... Sprin rit 11/2/56 


NAnettves_Welther H, Sonnenfeldt, M.D, _Sykesville, Maryland 
Ro. OG, Bae 22d. LOCATION (City, town, or caunty) (State) 
Runt al 11-5=56 Baltimore Cem Baltimore oMarvland 
23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 29. va REGISTRAR & < 
J.D.Denny, Inc. 715 Light St., Balto. Md Nba 9 (96a 772... ee 
G 


MEDICAL CERTIFICATION 


DIRECTOR: After this certificate hos been signed by the attending physician and completely fille, 
id be detached for use as the burial-transit permit. 


ined by the hospital or attending physician. 


"@ 
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the registrar priar ta burial, crematian, or remaval, and in any event within 72 


‘“somoy 
= 70 Fu 


z 
Rd 


ae TOH 


as 


Poge 4 should 
= | 
erg 


is necessary, please exe- 


ectar. 


3. 
prior ta burial, 
~ 


* 


IF any del 
es 1 and 2 with the registt 


ge 5 may be retained far ya 


0 


in pencil in Item 18. Give Pages 1, 2, and 3 to the funer: 


te shauld be executed within 24 hours ofter death. 


ertificate, writing the word “‘pendin: 
3 ta the Chief Medical Examiner's Office alang with farm PM3. Pa: 


INERAL DIRECTOR: Page 3 shauld be used as a burial-transit permit. File 


cute. T 
forwi 
or remaval. 


TO DEPUTY MEDICAL EXAMINER: This certifi 
TO FU 


VS. ATSME(5), 
5M 9/55 wig Fd 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 112 1: 3 
1 {1 SQAEDICAL EXAMINER’S CERTIFICATE OF DEATH hs. bees, te 


2, USUAL RESIDENCE (Where decected lived. if institution: Residence before admission) 


0. STATEAS b. COUNTY 
LULL ALLD GRO 
¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 


1, PLACE OF DEATH 
se Pp 
ATK KEL MARYLAND 
b. pt OR TOWN Peri corporate limite, write RURAL ¢. LENGTH OF STAY IN Ib 
‘ond give neoret town 
Ly S7ER Yee - 


d. NAME QF popTaD OR INSTITUTION (If not in hospital, give street address} 


2 LEWWA Ai 


d. STREET ADDRESS @. 1S RESIDENCE 
ON A FARM? 
ves] Not 


[3. NAME OF First Middte 4. DATE Month Doy Year 
“DECEASED a 
{Type er print WwRTOM LéEo bam = [You L vw 5G 

5. SEX 6. COLOR OR RACE |7. MARRIED Pa] NEVER MARRIED [_]] 8. DATE 2 BIRTH % peeps Bios JEUNDER 1YEAR! iF UNDER 24 HRS. 

Min, 
MALE / TE |wiooweo pivorceo [) UG 29 00\2 ris yn. eee ig 

1a, USUAL OCCUPATION {Give kind of work dana] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Slate or fareign country} h2. CITIZEN OF WHAT COUNTRY? 

it T even if reti ; 


‘du re oe 0 red) CONST. OL m:: Cx, FRED.CO, Md, ihe 


14. MOTHER'S MAIDEN NAME 


A-Hamtroy pepver | FLORENCE HAE 


13. WAS DECEASED EVER IN U. S. ARMED FORCES? | 16, SOCIAL SECURITY NO. | 17. INFORMANT 


{¥es. 90, oF unkeown) {If yes, give wor or dates of service) - = 
L 0 -K-2- 3h LE KE he 
18. CAUSE OF DEATH [Enter only one coute per line for (0}, (b), and (c). ] erga Gervieges 
PROS Mesa econ) oROoWAA eehiLGIion Mitt 
YUAO./ DUE TO 
Conditions, if ony, which rs 


ta immediate couse 
ing(_ DVETO 


ating jeriyi 
cause fost, (c). 
Zz PART I], OTHER SIGNIFICANT CONDITIONS CONTRIEUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1I(o)|19. WAS AUTOPSY 
5 ves (J 
& [20c. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Part il of item ¥8.} 
5 J PRIMARY [J or CONTRIBUTING o 
& | CAUSE OF DEATH, 
3 |20c. TIME OF INJURY Month, Day, Yeor _]20d. INJURY OCCURRED ]20e. PLACE OF INJURY (Home, Form, 1204. (City oF town) (County) (Stote) 
3 Hour 9, m. While Not whi factory, street, office bidg.. etc.) | 
= p.m. wv at work [] ot work [7] H 


21, I certify that | took chorge of the remoins described above, held on Autopsy [_], Inspection & Inquiry Mw ond find thot 
d from: Noturol couses Xf, Accident [[], Suicide [], Homicide [1 Undetermined couse [7]. 


Nt 
ip, CHIEF MEDICAL EXAMINER [) DATE SIGNED 


ASSISTANT MEDICAL EXAMINER ["] 4/1 Sf fs 4 


O r > EZ 
|_[NARE eI AMES  / fT va NARS # A- K fy DEPUTY MEDICAL EXAMINER 
72>. DATE THEREOF | 22c. NAME OF CEMETERY OR CREMATORY %d. LOCATION (City, tawn, or county} (Stote) 
/ yoy. 3 ; Vi A KR EMETERY LUE Sieg Ll (TZ _.14Q 
< 2 LLLA YUP. ACH 7. tattoo a fe ey pth Ae LAL 


—_ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 a 
q CERTIFICATE OF DEATH 


Reg. Dist. No. 


oe 
83 1. Mery ta * iid 2; ee (Where deceased lived. If institution: Residence befare odmissian) { 
£2 op Carroll MARYLAND : Maryland b. county Howard : 
zB £ \ b. CITY OR TOWN (If outside carporote fimits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside carporate limits, write RURAL ond give nearest town) 
s } RURAL and give nearest town) ; 
ear 5 Sykesville 13 days Glenelg / Ste 2 
22 a d, NAME OF HOSPITAL (If not in haspital, give street oddress) d. STREET ADDRESS . IS RESIDENCE 
is 4g OR INSTITUT! TON ON A FAR 
aay Springfield State Hospital None ves [] No 
3. NAME OF i i 4. DATE 
J BAS First Middle lost DA Month Day Year 
3 (Type or print) Warren Thomas RIDGLEY DeatH = November 19 1956 
> e 


5. SEX 6. COLOR OR RACE 17. MARRIED] NEVER MARRIED [-] | 8 DATE OF BIRTH 9. AGE ( nash IF UNDER 1 YEAR] IF UNDER 24 HRS, 
rae Mi 
Male White wipowen &X] ovorceol] | October 19,1881 a NESS age a 
Ts. USUAL OCCUPATION (Give kind af wark dane] 106, KIND OOF BUSINES OR INDUSTRY 1. BIRTHPLACE (Sot or Foreign county) 12, CITIZEN OF WHAT COUNTRY? 
Ta mast of working life, even if retired) 
'| Farmer - wt lAt Maryland U.S.A. 


13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Thomas Ridgley Mary - Yak — 


jes WAS Ree SeD ever INU, S. lag lied ao pieeld 16. SOCIAL SECURITY NO. |. INFORMANT Address 
Miegeueritenay” — BUfeagher oer o sete overt % rs Pies 2 
No ao Y-  Singtseha Hospital records 


18. CAUSE OF DEATH [Enter only ane cause per line for {co}, (b), ond (¢).] 
PART OAT AS AT Cate tol Myocardial infarction 
y. I) DUE TO 


Conditions, if any, which 0) 
gove rise to immediote 


mple! 


INTERVAL BETWEEN 
ONSET AND DEATH 


Hours 


Then please remave corbon pal 


Arteriosclerotic heart disease Years 


‘, DUE To 
cause (0), stating the under: “ 
lying couse fost. fe General arteriosclerosis 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}} 19. WAS AUTOPSY 


PERFORMED?. 


C.B.S.associated with cerebral arteriosclerosis,with psychotic reaction ves] No BY 


200. ACCIDENT WAS INDERLYING o 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nolure of injury in Porl | or Port II of item 16.) 
OR CONTRIBUTING C] CAUSE OF 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
EEE Ss 
20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY [Hame. farm, | 20f. (City or town) (County) (State) 
Hour a. n, While Not «hile foctory. street, office bldg., cou 
p.m. 19 lot work (] ot work [J 


21, | certify that | attended the deceased from November sthat | last saw the deceased 


alive onNovember jab a 12.26... and that death accurred ot eo -M, fram the causes and an the date stated abave. 
‘ ADDRESS (Streel, city or tawn, state) DATE SIGNED 


d State Hospital 


MEDICAL CERTIFICATION: 


id be detached for use as the buriol-transit permit. 


ined by the hospital or attending physician. 
DIRECTOR: After this certificate has been signed by the ottending physician and 


~ 


mGcans Walther H, Sonnenfeld 


ad 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires tho! the death certificate be execufed ‘within 24 haurs ofter death: Page 4 
the cagistrar prior ta burial, cremation, ar removal, ond in any event within 72 haurs after death. 


4 ee ee Ha , 
ra ‘72a. BURIAL, CREMATION, | 22b. Do eA F OL once OR GREMWEORY Zid. LOCATION (City, ¢ wen (State) 
a2? AEMOVAL (Spegity) 2-36 / 
(3 6 a beer o. y 
ie 2do, REC'D BY ross oe) sy "S SIGNATUR, 


ote /4-LO4SE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 11 9 1 4 
112292 CERTIFICATE OF DEATH eee OS 


st 

3 7 us ea oe a: Pears Pesieance (Where deceased lived. IF institution, Residence before odmission) 

¥ = oS b. C es 

3s Carro| ee. 24a and 

Be © ECR TOWN Uf cuide cxporoe limit, wre T<, UENGTH OF STAY IN Tb || «CITY OR TOMI (Hf ouhie corporote imi mn RURAL ond give neorest town) 

38 RURAL ond give nearest Jown) i 24 : 

52 K Cun tr LYyrs Mt. Airy at = 5 ee 

Ot 2g d. NAME OF HOSPITAL (If not ay hospital. Give street oddress) d. STREET ADDRESS e. tS RESIDENCE 

—— a OR INSTITUTION ’, ON A FARM? / 

es ay Pu 2 ark Ave 2 YS) NOR 
¢ 3. NAME OF First Middle Lost 4. DATE Manth 

. DECEASED 


Cype or print) Elizabeth in ker tam Hovem ber 2 ree 


3 
ze 3. SEX COLOR OR RACE |7. MARRIED] NEVER MARRIED [] [@. DATE OF GIRTH ¥- AGE, tn yeor [IEUNDER 1 YEAR F UNDER 24H. 
2 J joy, Month: Mia, 
3 Female white WIDOWED J ovorceo(] | Jan, 4, 1867 OG yn. ee ES i 
a 
Eye. 0a, USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS O8 INDUSTRY |11, BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
8 3 during mos} of working life, even if retired) $ 
zed ! few ome Virginia vr» 
S25 Ta. FATHER'S AME . 14. METH MADDEN WANE F 
: = 
pas a Lanom ? YUN (NowNn 


ul 


Ma WAS eats IN U.S. eer FORCES? | 16. SOCIAL SECURITY NO, }17, INFORMANT Address 
wee ET ae serene ae 
6 =— —None— | Mrs. Anna M ae heap tere = Mt hin , Md. 


18, CAUSE OF DEATH [Enter only one cause per line for (0), (b). ond Me ] INTERVAL BETWEEN 


PART (. DEATH WAS CAUSED BY: bees eel ES: 
IMMEDIATE CAUSE (o 


evie sce leyoste. 


Then please remava carbon papers. 


5 DUE TO 
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13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


hGoB WILSon JENNIE WILSON 
ee Was beeeee ati INU. ea ene 16. SOCIAL SECURITY NO. | 17, INFORMANT Address 
29- 2¥-1YS F\STERLING wa son UNUN BRILCE HP 


1B. CAUSE OF DEATH’ [Enter only one couse per Jine fg? (0). (b). ond (@)- Te INTERVAL BETWEEN 
PART I, DEATH WAS CAUSED BY: ie ONSET AND DEATH 
“7 IMMEDIATE CAUSE (0 


Then please remave carbon papers. 
vent within 72 haurs after death. 


ai 


the reglstrar priar ta burial, crematian, or remaval, and in an: 
ph 


Yds.) DUE To 


Conditions, if any, which rs 
gove rise to immediate 
cause (0), stoting the ynder- ( DUE TO 


lying cause lost. fal 


been signed by the attending physician and completely fille: 
‘ansit permit. 


rs Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (a) | 19. MAS AUTOPSY 
nile 
OD S yes] NO[] 
= |200. ACCIDENT WAS _UNDERLYING | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I or Part Il of item 18.) 
& JOR CONTRIBUTING [] CAUSE OF DEATH 
© { (IF EITHER, NOTIFY MEDICAL EXAMINER) 
G [20c. TIME OF INJURY Month, eis Yeor 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
a Hour 0. m. White Not st foctory, street, office bldg., etc.) q 
= p.m. Jat work [7] at work H 


ALL eae, 18h IZ. ,that | last saw the deceased 
<..., and that death occurred ola 2a On, fram the causes and an the date stated above. 


ADORESS (Street, city icv qe vi iD 


alive an__.. 


21. | cortify fis Cre nded the deceased fram__._ J /— /{a_. wile 


RECTOR: After this certificate h 


ined by the haspital ar attending physicicn. 
Id be detached far use os the buri 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 


= PHYSICIAN'S op Lita» 
= NAME (Type| BEBE ex Ela 61, ee a mn rea ne Cae te LEY a BA A cele a a 
3 Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) ot 
oO. iy 
Bae BOR aL” |Nov 22-/95d BEAVER DA REPERICK C 
a ‘a / 2éa, REC'D BY. "EH b. REGISTRAM'S SIGNATURE yy, 
ANS (4 d { rh & f. 
avs’ Me {| ont mw Beakur%. firth 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH neg. vue B22 


ie edhe DEATH ae beg acess {Where deceosed lived. If institution: Residence before admission) 
Si 3 
Carroll MARYLAND Maryland b. COUNTY —_ Howard 


b. CITY OR TOWN (If outside corporate limils, write | ¢. LENGTH Of STAY IN Ib ¢. CITY OR TOWN (If outside corporole limits, write RURAL ond give neares! town) 
RURAL ond give nearest town) 


He : 2 days Elkridge ne « 


8 rUO ~. ‘ 
<d. NAME OF HOSPITAL {iF nat in hospital, give street address) d. STREET ADDRESS @. 15 RESIDENCE 
OR INSTITUTION ON A FARM? 


Henryton State Hospital Duckett Lane, Pox 356 vs Noo 
3. NAME OF First Middle Lost i DATE Manth Doy Year 


aeeccr a) Semel] Seward Woolford, Ir Stam a 9 __ pee 


5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED ["] | 8. DATE OF BIRTH 9. ae IF UNDER} YEAR/IF UNDER 24 HRS. 
joxt birthday! mae: 
Miers: | pajeea__pmorengy rem = alec gl al De 


10a. USUAL OCCUPATION (Give kind of work done} 10. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during mast af working fife, even if retired) 


Laborer Unknown Elkridge, Md. USA 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Samue oolford, S: Matilda Barner 


15. WAS DECEASED EVER IN. U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
{Yes, no, oF unknown) Ut yes, give wor or dates of vervice) 
; No Unknown Samuel S, Woolford, Jr. 


18. CAUSE OF DEATH [Enter only one couse per line for (9), (b), and (e).] INTERVAL BETWEEN, 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) F Tubercul 


n 
et otto OSis with bilateral cavitations. 
Conditions, if ony, which we nsuff 4d, Yr h) 


gave rise 10 immediote 
cote (0), stating the under. { OUE TO 
lying couse lost. oO 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART "ia Mae AUTOPSY 


RFORMED? 
ves] No] 
20a, ACCIDENT WAS UNDERLYING 1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port 1 or Part Il of item 16.) 
OR CONTRIBUTING C] CAUSE OF DEATH . 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20f. (City of town) (County) (Stote) 
Hour a.m. White Not while factary, street, office bldg., etc.) | 
p.m. 19 lat work [] ot work [] H 


rat i that | fast saw the deceased 


M, fram the causes and an the date stated above. 
ADDRESS (Street, city or town, state) DATE SIGNED 


(M0. id,. OECD MAS.” ak” ee oe 


maracas T, F, Vestel ton, Md, 


72a. BURIAL, CREMATION, | 22b. DATE THEREOF Zle. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, tawn, or county) {State} 
REMOVAL (Specify) 
2 ‘ADDRESS BAe ii5/s6 | ‘2b. REGISTRAR'S SIGNATURE 
VS ANS (4 ’ ALlbrek i: Ds ge 
15M yas . gy | DATE 11/10/56 Ua me 


al 


ifector, 
with 


ed 


Pages 


in papers. 
jeath. 


rd 


Fé Cai 


within 72 hgurs 


Then please rei 


‘ate has been signed by the ottending physician and completely 


MEOICAL CERTIFICATION 


ed by the hospital ar attending physician. 


DIRECTOR: After this certifi 


‘« 


page 3 shauld be detached for use as the burial-transit permit. 
the registror prior to burial, crematian, ar removal, and in any event 


may 
TO Fu 
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1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


141230 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 11223 SP 


$3 8 Reg. Dist. No. 
s3 eé 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmistion) 
fey Pe s Carroll marruno || SE = =Maryland ».couny Howard : 
= ® 2 ra ’ : b. on _ own alert tierenras bso ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If auttide corporate limits, write RURAL ond give neorest town} 
ge 2 Sykesville $2mos;12days  Marriottsville oy 
& 5 “= | d. NAME OF HOSPITAL OR INSTITUTION {tf not in hospitol, give street address) d. STREET ADDRESS iS RESIDENCE 
=<825 /5| Springfield State Hospital - ves OF NOC] 
a 2 3. NAME OF Firat Middle 4. DATE ‘Month ¥ 
oe type pit Howard Frederick WRIGHT ie add Th 19 56 
2 2 § : 3. SEX 6. COLOR OR RACE |7- MARRIED [7] NEVER MARRIED [[]| 8. DATE OF BIRTH 9. AGE r IF UNDER 24 HRS. 

ote Male White winowen P —owvorcldQ || -March 26, 1875 Hon Don pg 

2 3 7 - ¥Oo; USUAL Sree poner Sind, of eet Fi ee oe 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

BY / Farmer - Tennessee UeSehe 

a z WY 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

tt ae Howard Frederick Wright Nell Williams 

Hy & g 1S. WAS DECEASED ne IN U.S. ARMED itr 16. SOCIAL SECURITY NO. |17. INFORMANT Address 

ez a se Oa ey Springfield Hospital records 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one coute per line for (a). (b). and (c).) ‘ONSET ANO DEATH 


raat DEATH was caus mY. Bronchopneumonia 


HAQIS DUE TO 


Conditions, if ony, which m___Right_ pulmonary artery embolism 


= 
= 
i3 
& 


21. | certify that | took charge of the remains described abave, held an ety Inspection [}, Inquiry (1. and find that 


z 

Hy aie DUE TO ; 

3 cause fost. 2 es AF , _Arteriosclerotic heart disease 

3 Zz PART 1. OTHER SIGNIFICANT CONDITI TRIBUTIN' DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CQNQITION GIVEN IN. \a}]19, WAS AUTOPSY 
6 2) 5 C.B. vassoewith c Sn aT OEE TE bearterioscierosis with psychotic Be aM 
. section 

3 = ers EC CANES ows 20b. DESCRIBE HOW INJURY OCCURRED. (Enler nature af injury in Part | or Part II of item 18.) 

' 8 CAUSE OF DEATH. Fell out of bed. 

id 3 ]20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED |20e. PLACE oF nuuky ste arm m, 120F. (City or town) {County) (State) 
= 6 r E While Not whil steal <i { 

& 2] us 58 PM /3/56 [aa So ‘Hospital i_ Sykesville Carroll Md. 
= 

2 

uu 

= 

iJ 
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TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 hours after death. 


TO FUNERAL DIRECTOR: Page 3 shauld be used as a burial-transit permit. 


death resulted from: Natural causes [1], Accident [1], Swicide [], Homicide Undetermined cause [[]. 
2 DATE SIGNED 
ae sap, CHIEF MEDICAL EXAMINER [] 
eee ASSISTANT MEDICAL EXAMINER 
es 2 ‘ 3 Nov.15,1956. 
2 NAME (Type) James T. Marsh, MeDe DEPUTY MEDICAL EXAMINER 
Sie To. BURIAL, CREMATION, | 22b. DATE THEREOF Zc, NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, fawn, or county) (State) 
Cea 6 REMOVAL (Specify) 
By E = 56 f “ d 
7a. FUNERAL DIRECTORS SIGNATURE ‘ADDRESS 


YS. AISME(S) 
5M 9/55 


[2ab. wey SJGNATURE = 
Jo 
BE — LEIA LORE, 


Q F.C.Higinbothom,Ellicott City,d 


79 °A wee 


AOt 


al 
1, IN 90 


jirectar, 


by the funeral 
Poges I and 2 shauld be filed with 


icote be executed within 24 hours after deoth. Page 4 


move corbon papers. 
urs ofter deoth. 


in 72 


Then ple; 


DIRECTOR: After this certificate has been signed by the attending physicion ond completely fil 


iS 


bd 


the registror prior to buriol, cremotion. or remaval, ond in ony event w} 


poge 3 Should be detached far use os the buriol-transit permit. 


moy 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the deoth ce 
TO FU 


VS AIS {4) 
1SM 9/55 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 1 ) 9 4 
41994 CERTIFICATE OF DEATH opts. es 


1 PLACE OF. ae 2s baa RESIDENCE (Where decensed lived, If institution: Residence before admission) 
rs 1) jf °. b. COUNTY 
j MARYLAND: > 
LLLLAIALM LED taal 
|b. CITY OR TOWN (IF outside corporate Ii imits, write | c. LENGTH OF STAY IN Ib yo% OR TOWN {@ outside corporate limits, write RURAL and give nearest town) 
bteten., ih 


RURAL ond orest town) 
a Zon: | ee 
JAME OF HOSPITAL (If fot in foeial: give ae t address) d. STREET ADDRESS e. 15 RESIDENCE 
OR iNsTITUNION cp () ON AgaRM?  / 
Mixa tits Pblige. agin} 


3. NAME OF First Lost 4, DATE Month De, Yeor 


ft MELE L00/SE Yovita [im 7090. 1g Sb 


Z Me La en eae 9. AGE (In yeors [IF UNDER 1 YEAR]IF UNDER 74 HR 
Z 7 eri lost birthdoy) Months} Days | Hours Mi 
AL wipowed []} _oivorceo lL] | 27 49/, (Zp SB) cate 


y Lor OCCUPATION {Give kind of work done! 10b. KIND OF BUSINESS OR INOUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even ifrelired) 7 
ips Yee GEN. Ly SG 


E27 g 
“2 ay NAME J Va MOTHER'S ID) NAME 4 
MS Ch Fils | CE%¢e re (AKLLO2 
Le WAS Be Aare. TN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. 17. —— ‘ Address 
| ties, noMer untnowny {It yes, give war & dates of service! f 4 6%, XE , 
) CL Onpecg , tty geal, Beef , 


18, CAUSE OF DEATH [Enter only one cause per line for (0), (. ond (c).] { (INTERVAL BETWEEr 


PART I. DEATH WAS CAUSED BY: ~~ 
IMMEDIATE CAUSE (o} ee 


DUE TO . 


Conditions, if ony, which 
gove rise to immedi 
co¥se (o}, stoting th 
lying couse lost. ©) 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}| 19. passat | Oued 
, ae —) is pa a RMED 
Q El ; . ves] No py 


200. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of ilem 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County) {Stote) 
Hour. m. While Not ties factory, street, office bldg., etc. 
pm. lot work [[] of work 


2). | certify that | attended a i from, , 19J.R,that | lost saw the deceased 

an, te M, fram the causes and an the date stated abave. 

2 tHe ADDRESS (Street, “rs or town, stote) DATE SIGNED 
‘Zo. BURIAL, CREMATION, | 22b. DATE Taso ‘2c. NAME OF Dong om 224. LOCATION {City. town, or county) {Stote) 
bey 7 * 
(\Ficedea) os Dijat Leetiemea, ied. 


24a. RECO BY Ri Log Ae ‘Zab. REGISTRAR'S SIGNATURE 


MEDICAL CERTIFICATION 


eath occurred a AP 


ca ff 
tie dds “4é Ae 0 prlh, 


SA OvoUAd 


ch at AON 


Pi — * 
me Clsee 12940 


